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THE PRESENT TREND OF MEDICAL POLITICS 
AND AN ANALYSIS OF ITS IMPACT ON THE 
GENERAL PATTERN OF PRACTICE IN 

VICTORIA. 


By GEORGE SWINBURNE, 


Retiring President of the Victorian Branch of the 
British Medical Association. 


Slumber not in the tents of your fathers, the world is 
advancing, advance with it.—MaAzzin1. 

Ir has often been stated, with regard to one or other 
aspect of our lives or environment, that we stand at the 
crossroads. - 

Although this may be more so at one stage than another, 


the truth is that there is a continual gradual change in 
the pattern of our lives, though one may have to live 


half a life-time to appreciate fully its trend. 
This statement is especially applicable to that aspect of 
our lives as doctors known as medical politics. 


1 Delivered at the meeting of 


In medical politics, as well as in politics in general, 
there is a continual state of flux, which is the result of the 
pushings and pullings of various pressure groups. 


These pressures may be caused by almost primeval 
urges, changes which are the direct result of socio- 
economic movements within the community. 


Such socio-economic movements have waxed and waned 
and swayed this way and that since the dawn of history. 


Some have been inspired by enlightened rulers, others 
by the tyranny of unenlightened and repressive rulers, 
others again by the impact of some fundamental invention 
or discovery such as the introduction of the steam engine 
or of electricity or of the telephone or of wireless 
telegraphy, and now of radar and television. 


All these either obviously or insidiously influence the 
mode of living of the inhabitants of this globe. 


The industrial revolution which followed the use of 
steam power in England changed the occupation of a large 
mass of the population from rural pursuits to urban 
factory work. The social changes which followed are well 
known, and these had their effect on medicine in the first 
half of last century and gave rise to the stirrings of con- 
science in such reformers as Elizabeth Garrett Anderson 
and Florence Nightingale, who were appalled at the 
primitive methods and bad results of medical and surgical 
treatment at that time. - 
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The discovery of anesthesia and Lister’s introduction of 
aseptic technique into surgical operations helped enor- 
mously in the awakening of doctors themselves and helped 
them to improve their results. 

At that time governments took but a passing interest in 
matters medical, and the health of the nation worried them 
unduly only when disease reached epidemic proportions. It 
was perhaps the cholera epidemics of the 1840’s in Great 
Britain which laid the foundations of the modern public 
health system. 

Originally the health departments were for many years 
eoncerned with sanitation of environment, with ensuring 
a clean water supply and clean air, with sewage disposal 
and so on, and were not interested in patients as such. 


In this century they have become more and more con- 
cerned with personal medical care, a tren which is 


. growing gradually, and which, if not carefully watched 


and controlled, will prove to be an insidious but none the 
less certain form of nationalization of the profession. 


Governments, through their. health departments, have 
become increasingly concerned with actual medical services 
to patients and with prevention and treatment of tuber- 
culosis, poliomyelitis, diphtheria and like diseases, so that 
gradually the State is intruding into the personal care of 
patients’ ilinesses—even to the exclusion of private prac- 
titioners; for example, the Salk vaccine is not available to 
private doctors, and « good deal of the prevention, diag- 
nosis and treatment of tuberculosis has been taken out 
of their hands. 

Until the establishment of the Commonwea!th of Aus- 
tralia in 1901 all legislative powers resided with the six 
States (Queensland, New South Wales, Western Australia, 
Victoria, Tasmania and South Australia), but on federa- 

_tion there were surrendered to the Commonwealth, under 
its written constitution, those matters which were regarded 
as being better managed on a national basis,-such as 
defence, post and telegraph, customs and excise et cetera. 
naga: that there were customs houses on the Murray 

ver. 

The only health powers, however, which the States sur- 
rendered were those relating to quarantine, and it was 
not until 1947 that, by referendum, the Commonwealth 
Government obtained additional powers to make laws with 
respect to “the provision of maternity allowances, widows’ 
pensions, child endowment, unemployment, pharmaceutical, 
sickness and hospital benefits, medical and dental services 
(but not so as to authorize any form of civil conscription), 
benefits to students and family allowances”. 


- This was a very wide dragnet, and the extent of the 
powers obtained under it have not yet been fully defined. 


As you know, in Australia questions put to the vote at 
referenda rarely get through, but this one was passed, 
though two others voted upon at the same time, one 
relating to price fixing and another to fixation of wages, 
were rejected. It was passed eroveny on the principle 
that no one will vote against Santa Claus. 

It is to be noted that the Commonwealth Government 
can obtain additional powers in two ways: (a) by the 
surrender of existing powers by the States on a unanimous 
vote, such surrender being irrevocable; (b) by submitting 
to the electors (all persons over twenty-one years of age, 
voting being compulsory) proposals for the ceding of 
specified new powers to the Commonwealth; approval must 
be by a majority of electors in a majority of States. 


These powers were sought because three years previously 
the then Labour Government had passed a Pharmaceutical 
Benefits Act designed to supply free to patients compounded 
and uncompounded drugs included in a government for- 
mulary. The medical profession objected to the restrictions 
imposed by that formulary and other unacceptable pro- 
_ visions of the scheme, and when legislation was challenged 

by the Medical Society of Victoria, the High Court of 
Australia; the arbiter in constitutional issues, declared the 
legislation to be outside the powers of the Commonwealth 
Parliament. In 1948, under the increased powers obtained 
by referendum, the Labour Government passed similar 


legislation, but again the medical profession refused to 
participate; and -subsequently, when the Government 
attempted, under amended legislation, to use coercive 
powers, the High Court was again approached, and it held 


that such coercion entailed a measure of civil conscription 


and the enactment was, therefore, invalid. 

Although the Labour Government in 1948 brought in a 
National Health Service Act, under which it would have 
been possible to establish a complete National Medical 
Service free to the patient and paid for out of social 
service taxation, no action was. taken under the legislation 
(really pending the above High Court decision, a verdict 
upon which was given only six weeks before the 1949 
election in which the Labour Government was defeated by 
the present Menzies-Fadden Coalition Government). 

Sir Earle Page, himself a doctor, was appointed Minister 
for Health, and soon after he announced that his Govern- 
ment would encourage voluntary health insurance, using 
its funds to amplify the cover against sickness provided 
by approved insurance organizations. From that time he 
sought and received the cooperation of the medical and 
pharmaceutical professions in developing his plans until 
his retirement as Minister for Health last year. 

This has been done in a piecemeal fashion, and the 
following steps have been successively taken: 

1. Early in 1950 in the free milk scheme, by arrangement 


with State Governments, each child below the age of twelve 


years receives one-third of a pint of milk per day, and in 
remote areas powdered milk is supplied. 

2. In July, 1950, a scheme of tuberculosis allowances 
was brought into operation, and sufferers from the disease, 
while undergoing treatment, are paid cash allowances at 
scheduled rates. The Commonwealth Government also 


contributes to the cost of mass X-ray surveys conducted - 


by State health departments and to the capital costs of 
sanatoria. 

3. In September, 1950, a third measure made available, 
free to all citizens, a substantial list of life-saving and 
disease-preventing drugs, supplied to patients by approved 
chemists on the prescription of a medical practitioner, the 
Government through the Department of Health paying the 
chemist direct. Included in the list are sulphonamides, 
antibiotics, vaccines, sera and many other drugs of proven 
value, and additions to the list are made from time to time 
on the recommendation of a pharmaceutical benefits 
advisory committee, on which the medical and pharma- 
ceutical professions are represented. 

4. The fourth step was the introduction in February, 
1951, of a free medical service for aged, invalid and 
widowed pensioners and their dependants, numbering in 
all some 600,000 persons. Under this Pensioner Medical 
Service those entitled receive free of cost from participating 
medical practitioners (and any doctor is eligible to par- 
ticipate) those services customarily rendered by a general 
practitioner in his surgery or in the patient’s home, and 
in addition to the drugs which are available free to all 
citizens may receive, on prescription and without cost, any 
drug in the British Pharmacopeia, either alone or in 
combination. Participating doctors are paid fees at a 
concessional rate, approximately 50% to 60% of private 
fees. Payment is made to the doctor by the Health Depart- 
ment on production of vouchers signed by the patient, who 
certifies that he has received service and requests that 


payment be made to the doctor by the Government on his 


behalf. 

5. The final and most important step in the plans of 
Sir Earle Page was the commencement on July 1, 1953, of 
a medical benefits scheme, under which the amounts 
payable in return for premiums by organizations offering 
insurance against medical care are supplemented by 
subsidy from Government funds, paid through those 
organizations. Commercial insurers are excluded from the 
scheme, and only mutual non-profit organizations are 
approved; one of the conditions of approval is that the 
insurance organization must pay to its contributors an 
amount not less than the Government subsidy as set out 
in a table of. subsidies, but in no case shall the total 
benefit exceed 90% of the doctor’s account. In this way 
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a personal obligation to meet part of the cost of medical 
care is. imposed on the contributor; this safeguards 
available funds against abuse, and as an additional safe- 
guard payment is made by a benefit organization only on 
production of a doctor’s receipted account, except in cases 
of proven hardship, when benefits may be paid direct to the 
doctor, the patient paying the difference. 

The. amount of the subsidy varies in relation to the 
nature of the medical service, but for any particular 
service in most cases (the specialist referred consultation 
fee being one exception) it remains the same whatever 
actual fee the doctor charges or. whether the service is 
rendered by a general practitioner or a specialist; and the 
table of subsidies is a most comprehensive list of nearly 
1000 items covering the whole range of medical practice, 
consultations, surgery, obstetrics, radiology, pathology et 
cetera. 

6. For ten years or more, benefits have been paid by 
the Commonwealth at the rate of eight shillings per day 
to all persons occupying hospital beds; but voluntary 
insurance against hospital costs is now being supported by 
the payment of an additional four shillings per day to 
those persons who are members of hospital benefit organ- 
izations—usually, in fact, the same organizations as offer 
cover against the cost of medical care. 

As the present Government did not have a Senate 
majority until May, 1953, it feared to introduce new legis- 
lation which a hostile Upper House would reject. 

Consequently, the foregoing plans were developed by the 
promulgation of regulations under existing legislation— 
the Pharmaceutical Benefits Act and the National Health 
Service Act of 1948; but in December, 1953, the National 
Health Act was passed, and that measure has established 
a firm legal basis for the services now in existence. 

So it can be seen that, unlike Great Britain on the one 
hand, with a nationalized medical service, and the United 
States on the other hand, with its predilection for personal 
responsibility, Australia has adopted a middle course—a 
system of self-help aided by the resources of government. 

The public reaction has been favourable to the proposals. 
There has been a very great increase in membership of 
insurance organizations, and more than half the Australian 
population is covered by voluntary insurance against some 
part of the costs of illness. 

Now in the State field in Victoria we have a Ministry 
of Health. The Ministry of Health Act passed in 1944 
brought all State health activities under the one authority 
with subdivisions of (a) Public Health, (b) Mental 
Hygiene Authority, (c) Hospitals and Charities Commis- 
sion, (d@) Tuberculosis Division, (e) Poliomyelitis Division, 
(f) Industrial Medicine Section, and (g) School Medical 
Service. 

As well as being a preventive service the State Health 
Service is now a treatment service as well. 

The Commonwealth has a Department of Health as well, 
but confines itself to matters relating to quarantine and 
the National Health Act as outlined previously. In addition 
an important part of its activity is the Commonwealth 
Serum Laboratories at Royal Park, which manufacture for 
Australia a wide variety of vaccines, sera, antibiotics and 
other drugs and medicines for both humans and animals. 

Private medical practice provides for the day-to-day 
needs of the people. 

Honorary service is still given by the profession in the 
public wards of State-subsidized. hospitals, which include 
the teaching hospitals in the large cities, the community 
hospitals in the suburbs, the country base and country 
district hospitals. In Victoria this system is at present 
under review. In 1946 the Labour Government abolished 
the means test for in-patients in public hospitals. 

Since then, with the high cost of living and the high 
incidence of taxation, there has developed a growing unrest 
on the part of the medical profession in regard to the 
extension or even continuance of honorary medical service 
as it is conducted under present conditions. 

Costs of hospital administration have risen steeply, and 
in the last year or so at least three State Governments, 


including the New South Wales Labour administration, 
have reintroduced the means test for patients desiring 
admission to public beds. 

The Victorian Hospitals and Charities Commission has 
consulted with the medical profession to ascertain how best 
the present system can be changed and improved, and 
these negotiations are still in progress. 


Private practice can also be divided into general and 
specialist, but a further subdivision might be made into 
inside hospitals and outside hospitals, and this distinction 
seems as if it may be of increasing importance. 


The practice inside non-subsidized private hospitals may 
become less important than the private practice in the 
subsidized private and intermediate wards associated with 
and actually under the same roof as the great public 
teaching hospitals. This will be basically because of 
financial pressure; the private hospitals may not be able 
to afford the equipment for new advanced specialized treat- 
ment that the State-aided public hospitals can instal to 
keep abreast of modern developments in both medicine 
and surgery. 

From 1946, although there was a means test for out- 
patients, there was none for in-patients. If in an accident 
or emergency, or by connivance, or simply because no other 
bed was available for a sick medical or surgical patient, a 
patient who could well afford private treatment came to 
occupy a bed in a public ward, he received his medical 
treatment without cost. Furthermore, the hospital could 
charge him only 18s. per day, and, until this new Act 


~ proclaimed on July 1, 1956, if he declined to pay his hos- 


pital bills, he was not taken to court and the cost was 
written off at public expense at the end of the financial 


year for that hospital. 


This led to abuse and dissatisfaction among both genuine 
private patients and the medical profession in both the 
city and country, and the matter was brought to a head 
when the Hospitals and Charities Commission decided to 
extend this system without’ a means test to the ring of 
new suburban community hospitals being erected in the 
suburbs of Melbourne. 


Negotiations between the British Medical Association 
and the Hospitals and Charities Commission on the type 
of medical service to be given at these new hospitals 
dragged on for four years after the opening of the 
Footscray Hospital. Early this year, when a new hospital 
at Box Hill was about to be opened, it was thought time 
to call a halt, and this resulted in the Chairman of the 


, Hospitals and Charities Commission bringing out a blue- 


print of a plan for an improved honorary system after 
bringing in a new means test (as already mentioned, such 
a@ means test had recently been reintroduced in several 
other States, including New South Wales, where a Labour 

Government was in power). z 


He frankly admitted that to pay the present honorary 
medical officers for the pubiic work they now do would 
need about one million pounds per year, and he proposes 
instead to spend this million (in addition to the eight and 
a quarter millions now spent by the Government on 
Victorian hospitals, both for maintenance and for capital 
works) in improving the present honorary system. 


In suggesting this he stated that he had spent some of 
the time of delay in negotiations in investigating the 
systems at present working in other countries where they 
had paid medical services, notably in New Zealand, the 
United Kingdom, Sweden and Tasmania (to some extent). 


He found invariably where nationalized medical services 
had been introduced that the standard of medical service 
to the public had declined, and the status of the profession 
was being lowered, with a lowering in the standard of 
candidate offering for training in medicine. 


This could not fail to have a detrimental effect on the 
health of the community in the not too distant future. 

Abuses creep in, and the general ‘endency is to think 
that as long as the “paper side of the matter” is in order, 
the human side does not matter so much. 
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There is lack of competition with loss of incentive, and 
the one person who suffers is the patient, who is the one 
person who should not. 

The Chairman of the Hospitals and Charities Commis- 
sion’s proposals for improving the present honorary system 
are briefly as follows: 

1. To reintroduce a fair and workable, properly policed 
means test. The present honorary doctors are almost 
unanimous in their desire to continue to give honorary 
service to the really indigent. 

2. To increase the number of private and intermediate 
beds available for the honorary doctors to conduct their 
private work in, and to try to make these more readily 
available to cut down loss of time in travel by having 
more of them in big blocks attached to the big teaching 
hospitals. The problem is not so acute in many country 
towns, notably the base hospital towns, where the propor- 
tion of private and intermediate beds to public beds is 
more equitable, and the hospitals are of the community 
type with the beds all under the same roof. 


3. To subsidize the junior specialist honorary doctor 
(who under present conditions finds it hard to make ends 
meet) by means of short-term part-time bursaries, fellow- 
ships or scholarships attached to the teaching hospitals, 
_ the disbursement to be under the control of the committees 

of management. 

4. To make it easier for honorary doctors to conduct 
research in their departments and not to spend too great 
a proportion of their time in “hack work” and so aot 
valuable clinical material go to waste. 

5. To improve the actual means of giving service to 
patients in public wards, especially in teaching hospitals, 
possibly by some selection of patients in outer suburban 
hospitals—in other words, teaching hospitals to be partly 
consultant hospitals consistent with an adequate supply of 
teaching material. 

6. To provide some means of superannuation for 
honorary medical officers. 

7. To provide consulting rooms in the private and inter- 


mediate wings of the hospitals, so that all the doctor’s 


work, private and public, can be done under the same 
roof. 

This is, of course, of no use until such private and 
intermediate blocks are built—as unless there are suf- 
ficient private beds available in the area, it is of no 
particular use having consulting rooms there. Such large 
intermediate blocks will not be functioning in the 
immediate future. 

Now at the moment, State governments are in financial 
difficulties, and the million pounds are not available either 
to pay the doctors or to implement fully the new improved 
honorary scheme. 

-Nevertheless, certain steps toward this aim are possible 
now, with others in the near future and the remainder 
later. 

There are those who are keen to scrap the whole plan 
because there is no immediate money in sight, but I 
would remind them of what has happened in Tasmania. 
There the honorary medical officers were abolished by the 
Government and paid sessions were introduced. Some 
years later the men holding these positions were bluntly 
told that no money was available to pay them and they 
could become honorary medical officers again or get out. 


Surely it is far better to combine with the Hospitals 
and Charities Commission to improve conditions than~to 
sell out to the Government for a pittance, as the salary 
paid for sessions will be. Also it is certain that once 
the doctor is paid and independence is surrendered, the 
paid doctor will be told what to do without any negotia- 
tion; and if the exchequer is in a poor way, the salaries 
will be reduced without a doubt and the recipients will 
be subject to all the humiliations of bureaucratic control. 


‘Another development in times of financial stringency 
could be the switch-over to the. closed hospital, where 
fewer salaried whole-time doctors do the work of the 


hospital previously done by the many part-time, paid 
sessional practitioners, a system in which the standard of 
service has always fallen. 


Both of these developments would, of course, mean 
nationalization of the profession. Another aspect is that if 
the standards of practice fall because of such a trend the 
standard of undergraduate and post-graduate teaching also 
falls, which again ultimately goes against the interest of 
the patient. 

There are those who point to the type of part-paid 
medical service at present in operation at the Royal 
Children’s Hospital in Melbourne. 


This service, however, is really an experiment being 
conducted virtually on an island in the midst of a sup- 
porting sea of free medical practice. As such, it serves 
a very good purpose in several ways, one of which is seeing 
how paid medical services work out and how they can be 
improved, but it would be unwise to argue from the basis 
of this protected service as to how a nationalized paid 
medical service would affect the general welfare of the 
profession. There is also a case for subsidizing specialist 
pediatricians. 

So much for the trend of medico-politics. As regards the 
impact on the general pattern of practice in Victoria, the 
first and perhaps the most important impression is the 
increasing tendency on the part of the State Government 
to intrude into the field of medical treatment. This tend- 
ency may be slewed up as a result of our present negotia- 
tions with the Hospitals and Charities Commission, but 
the tendency will always be inclined to extend as other 
government departments do. The remedy lies in our own 
hands to provide, for the public, medical care necessary to 
keep pace with modern developments. 

Governments step in where private medical practice has 
failed to keep pace, either because the particular class or 
group of patients concerned cannot afford to pay for full- 


* scale modern treatment or because only a government can 


provide the necessary finance to set up institutions or 
facilities to provide such treatments. 


We must, to preserve our liberty and to play our part 
properly, be ever on the alert to notice such weak spots 
in our service and take steps to strengthen them before 
the Government steps in and acts on its own terms. 


It does not necessarily mean that we cannot enlist 
the aid of a government. After all, the paying and non- 
paying public alike pay taxes toward health services, the 
former paying the major proportion, and they are entitled 


_ to see a first-class return for it, but the medical profession 


in return for its undoubted freedom of practice in this 
State must be prepared to play its part in giving such 
service.? 

The Pensioner Medical Service was first introduced in 
February, 1951, as a concessional service to a group of 
indigent people in Australia, now more than 600,000, to 
whom the medical profession had given free service until 
then, unless the relatives paid, which was often the case. 
This has grown into something like Sinbad’s “old man of 
the sea”, and care is necessary to see that it does not 
undermine or even break down the whole fabric of private 
practice. 

Only this year the new ° Federal Minister for Health 
stated that “the suggestion that the present fees are con- 
cessional is largely a theoretical approach”, despite the 
fact that in Sir Earle Page’s original letter to intending 


participating doctors the service is specifically described 


as a concessional one. 


1Since I put the foregoing words on paper some two months 
ago, I am pleased to say that there has arisen within the 
Victorian Branch Council a move to implement some of the 
ideas expressed. 


The Organization Subcommittee is at present considering and 
drawing up a plan to take stock of the extension of Governmént 
interfereaes into medicine, to see where we are falling down on 
our job, to give service, and to approach the Government 
through the Minister for Health with a view to joint cooperation 
in ensuring that each of us plays our part in giving a ‘full 
service, because it is conceded that Governments can handle 
some of the services better than private medicine. . 
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The cost to the Government has mounted to such a figure 
that the Treasury is keen to keep it at least Abeta its 
present bounds. 


The profession is keen to limit the numbers entitled to 
the service for a number of reasons. 


The participating doctors know of many abuses which 
have grown up in connexion with pensions. Two common 
ones are for elderly people to dispose of quite considerable 
possessions to their children and then apply for the 
pension; another is for pensioners to earn other moneys 
and not disclose them to the Government. 


Another class which the participating practitioners con- 
sider is a little unfair is the minor or part pensioner who, 
because of possessions or earnings, may be only a five 
shillings or ten shillings pensioner, but gets a medical 
entitlement card similar to a genuine full pensioner. 


The Federal Government, after the introduction of the 
Pensioner Medical Service, kept liberalizing the entitle- 
ment conditions for a pension, so increasing the numbers, 
until in 1953 the Federal Council of the British Medical 
Association came to an agreement with the Prime Minister 
that any new pensioners coming into the scheme as a 
result of further liberalizations would not be entitled to a 
pensioner medical card. 

This promise has been honoured, and so the numbers 
have been kept within bounds since that date. 


Sir Earle Page envisaged this latter elass of pensioner 
joining medical benefits insurance schemes to cover this 
medical care, but under the new Minister for Health this 
idea has fallen into abeyance. Many think it will be 
politically hard to implement, and also that very few, if 
any, pensioners would pay the premium if the Government 
did not pay it for them. 

As far as the profession is concerned, there would in 
my opinion be a risk that if such a scheme were brought 
in, direct payment of the benefit moiety would be asked 
for. This is a negation of the principle of our rebate 
system of medical insurance in private practice and likely, 
ultimately, to destroy private practice, particularly in less 
prosperous times. 


At present the position is that the doctor gives a 


pensioner almost any medical service at his discretion—as 


a concession. 


He has always the alternative of sending the patient on 
to a public hospital, but this is not always possible in the 
country, and so under this arrangement the doctor is not 
left with absolutely no recompense. 


At a general meeting of the Branch this year a sugges- 
tion was made that the fee for pensioners should be the 
ordinary private fee, but I feel that this also could be 
dangerous. 

If the private surgery or domiciliary visit fee were 
charged for all the services now rendered to pensioners on 
a voucher and at a definitely concessional fee, a hostile 
Government might say “Why can’t you do this for every- 
one?”, especially as the principle of a concession would be 
less clear-cut than at present. 


The alternative is a scale of fees for pensioners, and 
the Association is opposed to any scale which can be turned 
into an excuse to fix fees by a government. We have 
several of these concessional types of fee — Pensioner 
Medical Service, workers’ compensation and repatriation; 
and though they are ostensibly in separate categories for 
special reasons, there is a danger that they may be used 
as a yardstick by hostile governments later on. 


So it is best to leave the Pensioner Medical Service on 
the basis of a concessional fee at the doctor’s discretion 
for the actual service given. Even now the Government is 
able to say that it will not raise the amount of the con- 
cessional fee because it knows: (a) that many practices 
receive a goodly proportion of their income from the 
Pensioner Medical Service, and when a government gets 
any group into the position where they are dependent upon 
it for any sizeable proportion of their income they can 
dictate to such a group; (b) that although there was an 
agreement (now lapsed) between the Federal Council of 


the British Medical Association and the Federal Govern- 
ment on the Pensioner Medical Service, there is also an 
agreement between the Government and each participating 
doctor—a cunning enmeshing of the doctors, which means 
that to stop the Pensioner Medical Service each individual 
doctor would have to resign from his agreement. 


Such an arrangement leaves the Federal Council in a 
very weak position when it comes to negotiating for an 
increase in the concessional fee. It is quite a different 
proposition where an entirely new agreement is being 
negotiated. 

With regard to the means test reintroduced by the State 
Government as from July 1, 1956, at a meeting of hospital 
committee and honorary staff representatives and British 
Medical Association representatives with the Hospitals and 
Charities Commission in April, a subcommittee of four 
representatives of hospital committees and Dr. C. H. 
Dickson and myself were appointed to draw up a proposed 
framework for a suitable means test. This was to be sub- 
mitted to the Hospitals and Charities Commission in less 
than one week in order that it in turn might submit the 
findings to the Minister for a Cabinet meeting three days 
later. 

The committee conferred with the managers of six metro- 
politan hospitals and referred specific questions relating 
to means testing to them for information. 


The framework of the new means test was then drawn 
up and duly submitted to the Commission and later the 
Cabinet, and not long after passed by the House and 
incorporated in the Health Act. 

Despite the short time available to consider the matter, 
I think after five months’ trial that the original principles 
laid down are sound, and that its successful implementa- 
tion is a matter for interpretation by skilled assessors. It 
would seem that in small country districts the interpreta- 
tion should be such as to draw the line at a lower level 
than in metropolitan areas, but this problem is bound up 
with the type of medical service in these country district 
hospital areas, which is still under consideration by the 
British Medical Association and the Hospitals and 
Charities Commission. 


The general trend in both metropolitan and country 
districts seems to be that slightly less people qualify for 
public beds as a result of the new means test, and therefore 
a greater number of intermediate beds is required. 


The various hospitals are at present being circularized 
for their impressions on the new test, and a full-scale 
review will be carried out in the near future. 


The next matter which was dealt with by negotiation 
with the Hospitals and Charities Commission was the 
matter of the provision of more private and intermediate 
beds, especially in the metropolitan areas. Country base 
hospitals (community hospitals) were much better placed 
in this regard, but in the city it was often impossible to 
get a private or intermediate bed at short notice. In 
addition, with the introduction of the new means test, 
less patients are over all qualifying for admission to public 
beds, and new intermediate accommodation must be found 
for these people, as until July 1, 1956, no patient was ever 
refused admission to in-patient beds theoretically, whereas 
now the Government had established this principle. 


The possibilities in this regard are as follows: 


1. That new private and intermediate blocks be built in 
association with the teaching hospitals. This has been 
promised by the Hospitals and Charities Commission, but 
implementation is far off because of lack of government 
finance and the fact that the building of such blocks takes 
years from a standing start. 


2. That a greater proportion of private and intermediate 
beds to public beds be provided in the outer ring of new 
suburban community hospitals like Footscray and Box 
Hill. The Minister has promised to implement this. 


3. That if the figures of public admissions warrant it, 
some intermediate beds be declared in public wards for 
the class of person just over the means test line, to be 
charged an intermediate fee by the doctors treating them 


* 
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and to be used for teaching purposes, as is done in many 
American hospitals. Those insured can recoup practically 
all their hospital charges from their insurance organiza- 
tions, whereas public patients may not; so that, in fact, 
costs of illness to this group of patients, if insured, may 
be actually less than for public patients with the same 
illness. If costs get beyond their power to pay, these people 
can be transferred to a public bed. 


4. That church hospitals and other non-profit private 
hospitals be subsidized by the Government in building 
additional accommodation without the necessity of pro- 
viding public bed accommodation as is necessary under 
existing legislation. We conferred with the Minister on 
this point and he promised to put the amending legislation 
before his Cabinet, but anticipated Labour opposition. Why 
there should be Labour opposition is hard to see, as a 
great many people who must support the Labour policy 
do now avail themselves of the services of the great 
intermediate hospitals in East Melbourne and some other 
suburbs. It is completely unrealistic to think that all 
Labour supporters are in the public hospital accommoda- 
tion. class. 

The next matter which has been discussed with the 
Hospitals and Charities Commission and is still under 
discussion is the right of private practice of salaried 
medical officers attached to public hospitals. This matter 
is sub judice, but you are entitled to know the facts as 
they stand at present. 


Practices had grown up which we considered were 


striking at the very roots of the principles of private prac-” 


tice and were again a portion of the trend of governments 
to nationalize the profession insidiously. 


Public hospitals have been in some cases paying doctors, 
mainly radiologists and pathologists, a salary for their 
work. Some private work has been done in addition to 
their public werk, inevitably so, and the moneys so earned 
have gone into the hospital’s consolidated revenue, and in 
some cases hospitals have been making a profit from the 
doctors’ over-all services. 


This is against the principle emphasized in recent years 
by the World Medical Association that no lay body shall 
exploit a doctor for profit. 


Negotiations are at present under way between the 
Association and the Hospitals and Charities Commission 
to ensure that (a) any money earned by a doctor, honorary, 
full-time salaried or sessionally paid, shall (less the cost 
to the hospital in making such service available) be the 
sole property of the doctor earning it; (0b) the distribution 
of work, public and private, shall be on a time basis, say 
8/10 to 2/10 of the day or week, and salaries adjusted 
accordingly. ' 

The Hospitals and Charities Commission could not agree 
to let the choice of a salaried service go completely, and 
the British Medical Association felt that it did not want 
negotiations to break down completely on one. point when 
so much had been agreed upon otherwise; so it was 
proposed to give a twelve-months trial of the following 
compromise: that applicants for positions at public hos- 
pitals, where private work was being carried out, would 
be given the choice of: (a) Salary plus right of private 
practice with costing and adjustment of salary on a time 
basis; when the net private practice income went above 


the base salary, public work to be on an honorary basis - 


as with other honorary doctors. This is really a form of 
subsidization of junior specialists. (b) Salary with super- 
annuation and sabbatical leave et cetera; the moneys 
earned by private practice to go into a fund to be 
administered by the doctor (as chairman of the com- 


mittee), the chairman of the hospital committee of manage- — 


ment and the chairman of the hospital honorary staff, but 
no money to go into hospital funds; and the doctor 
applying for the position to have the choice of scheme, not 
the hospital advertising the appointment to make it for 
him. 


The objection to this scheme is that nearly all the money 
is spent in indirectly improving the public hospital. 


The British Medical Association (Victorian Branch) is 
opposed to (b) as it cuts across the basic principles 
enunciated above, but feels that only in special circum- 
stances would many doctors want (b) if (a) was available. 


It was suggested by the Chairman of the Hospitals and 
Charities Commission that this practice was common and 
commonly accepted in America and had the blessing of the 
American Medical Association. 


We got in touch with their Chief Executive Officer, and 
he told us that such was not the case. His letter showed 
that their policy was identical with ours, and that they 
were continually trying to get public hospitals to allow 
radiologists and pathologists attached to their institutions 
to conduct any private practice in the same way as other 
doctors. 

The spokesmen members of the specialties concerned 
agreed to the compromise, as they do not think that any 
new applicants will elect to take the salary plus fund 
scheme if salary plus right of private practice is adminis- 
tered fairly. 

If agreement is reached, the Chairman of the Hospitals 
and Charities Commission has agreed to allow all present 
occupants of such positions to elect to go over on to the 
right of private practice scheme. 


There are certain aspects of medical practice which 
must be affected by the establishment and staffing of the 
new suburban ring of community hospitals. 


These will depend on a number of factors. 


The first is whether consulting rooms for private prac- 
tice are set up in these buildings; unless they are of the 
community type available to ali the district doctors, the 
practices of local men will undoubtedly be affected. 


Secondly, some contend that public out-patient depart- 
ments, other than perhaps a casualty department, are not 
necessary in such hospitals. It is certain that if they are 
set up they will afféct the local practitioners. Many main- 
tain, with the modern improvements in the surgeries of 
group practices and of those who work in together without 
actually being partners, that such out-patient departments 
are not necessary, especially since the advent of the 
Medical Benefits Scheme. It is equally certain that if 
these modern facilities are not made available by local 
practitioners, then local political pressure will be brought 
to bear to have them made available in the local hospital. 


Thirdly, honorary consultant obstetricians, who of course 
have easy access to the intermediate beds of such hospitals, 
are tending to draw a proportion of midwifery practice 
a’viy from the local practitioners. Even if one of a local 
grcap is appointed (having gone to the trouble to obtain 
his higher qualifications), he is certain to attract a greater 


- share of the local midwifery. 


Fourthly, it has been tacitly agreed by the College of 
Radiologists of Australasia (who not long since laid down 
their policy that any salaried radiologist should confine 
his private work to in-patients only) that if there is out- 
patient X-ray work to be done in a relatively isolated hos- 
pital like Box Hill, then the local people who subscribed 
some of the money and the local doctors will form such a 


body of opinion that such X-ray work will be done at that. 


hospital, whatever rules the College of Radiologists or the 
British Medical Association lays down. To change such a 
trend would be like trying to stem the incoming tide. 
If the right of private practice was given to such salaried 
officers, the position would at least be modified. _It will 
mean that there will be relatively few radiologists who 
could compete on their own privately. But even now 
very few are not in some way linked with a big inter- 
mediate hospital. 

One of the next problems to be discussed with the 
Hospitals and Charities Commission is the subsidization of 
junior consultants at the teaching hospitals. At present 
these men, because of taxation, the inflationary spiral in 
living costs, the costs of setting up a home and the over- 
head costs of practice, are finding it hard to make ends 
meet and are far less well off than their ———- 
who go into general practice. 


Manon 2, 1967 
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It has been suggested, and provisionally agreed, that 
this subsidization should be in the form of bursaries, 
fellowships or scholarships on a short-term, part-time basis 
for selected men, who, it is hoped, may be the men who 
will replace in due course the present consultants. The 
choice and granting of the bursaries is to be in the hands 
of the hospital committees of management, advised, of 
course, by the honorary staff or a properly constituted 
electoral body such as controls the appointment of staff 
members now. The Government has expressed its willing- 
ness to examine schemes along these lines put up to the 
Hospitals and Charities Commission, and, if they are con- 
sidered suitable, vote lump sums of money to the hospital 
committees for this purpose. 


Another problem has arisen in the last year or so—that 
is the particular difficulties of practice in the smaller 
country districts, and this is bound up with the smaller 
country district hospitals. 


Since the new means test was introduced, in some but 
by no means a majority of the smaller country districts 
there is a feeling that difficulties have been increased and 
that a greater number of patients will qualify for public 
treatment. 


But from the questioning of other practitioners it is 
obvious that a good understanding between the assessor 
(usually the hospital secretary) and the practitioner, who 
has the best insight into the patient’s ability to face his 
financial commitments when ill, makes it easier to handle 
this particular problem. , 


However, it does seem to be. essential to be able to 
segregate the private and intermediate patients from the 
public patients. To have them in the same ward invari- 
ably leads to difficulties and dissatisfaction. 


At the recent meeting of country district practitioners 
there was almost a unanimous vote against part-time or 
whole-time salaried services in country districts. They 
felt that they wanted more intermediate bed accommoda- 
tion (whereas country base hespitals were fairly well 
provided for in this respect), and they were in favour of 
continuation of honorary service provided a more adequa 
means test was applied. ; 


There was, however, quite a body of opinion which felt 
that with the means test as it was (that is, where a public 
patient could be asked to pay twelve guineas per week), 
it seemed anomalous that he should receive absolutely free 
medical treatment. 


The fee charged by doctors to the financially poorer 
members of the community has always been a matter of 
arrangement between doctor and patient; and even if the 
recompense to the doctor is well below ordinary standard 
charges, such patients feel that they retain a measure of 
self-respect and independence if they pay something toward 
the cost of their medical care. Doctors have always given 
much free service to this group in the community. 


A scheme is being considered at present which embodies 
the opinions of this particular group of country prac- 
titioners. This could make such a payment possible by 
any other than the really indigent, who of course would, 
without question, be given free treatment at the hospital. 


It may prove difficult, however,.to have existing legisla- 
tion amended to provide for this, and in informal dis- 
cussion on this question the Hospitals and Charities Com- 
missioners have expressed their willingness to examine 
any problem areas and, if necessary, to have the means 
test interpreted at a lower level in areas where the pro- 
portion of intermediate to public beds is being upset by 
the new means test. 


It boils down again to a matter of interpretation, and 
the Hospitals and Charities Commission is considering 
implementing the British Medical Association proposal 
that a school or course for assessors be established. 

It is my opinion that practically all difficulties can be 
ironed out by intelligent and cooperative interpretation. 


One other aspect under the present system is that 
honorary medical officers can serve on the hospital com- 


mittees of management. I consider that it is important 
that country district medieal officers continue to help 
direct the affairs of their local hospitals. If they do not, 
they hazard their own position in the community. Even 
in the teaching hospital in the city the honorary staff 
representatives have to be constantly on the alert to 
prevent assaults on their liberties—a particularly glaring 
example of which we have recently experienced. 


The question of whether there is or is not a shortage of 
doctors in Victoria has been under consideration for some 
three years past and is under review again now. 


Statistically it is not easy to assess this matter 
accurately, but there are certain pointers which would 
seem to indicate that there would be a shortage. It is 
almost impossible to provide an adequate number of locum 
tenentes for practitioners needing a holiday. 


With the population in Victoria increasing both by 
natural means and by intake of migrants, it is obvious that 
if we stick to the same fixed quota of graduates, we shall 
fall behind in provision of adequate numbers before very 
long. 

It is vital that we decide this question and, if there is 
need to provide for more graduates, that we begin immedi- 
ately to plan, as they cannot be produced overnight, and 
there is a definite initial lag of seven or eight years before 
any planning can produce results. 


Health education and publicity in general have been 
under notice in recent times. 


In February, 1955, the Commonwealth Government, as a 
member of the United Nations Organization, and thus a 
member of the World Health Organization, an offshoot of 
United Nations Organization, convened a meeting in 
Canberra of interstate, New Zealand and New Guinea 
representatives, 44 in number, of whom 13 were medical 
men. 


Its object was to consider methods of educating the 
public in preventing disease. All forms of publicity were 
discussed, and these included lectures by medical men, 
nurses. health inspectors, school teachers and others, in 
addition to radio, television.and the Press. 


The cliché “We should measure the greatness of a 
country not by its hospitals but by those who stay out of 
them” has now become the property of every person who 
deals with health education, and many public bodies, such 
as the Health Education Council, the Mental Hygiene 
Department and the Hospital and Charities Commission, 
are active in spreading the idea of personal hygiene and 
prevention of the spread of infection and of accidents. 


The British Medical Association is represented on the 
Health Education Council. Every year, by means of the 
institution known as Health Week, by lectures and printed 
matter and other propaganda as outlined above, the State 
Health Department and the Health Education Council keep 
the public informed of the ‘best methods of health 
preservation. 


More recently still, a move has been started to try to 
correlate medical publicity from the point of view of public 
relations, Press, radio and television relations, the pub- 
licity of the big metropolitan hospitals, the Health Educa- 
tion Council and the profession itself, possibly through its 
mouthpiece, the British Medical Association. A special 
subcommittee has been set up by the Victorian Branch 
Council in the last few weeks to consider this question. 
It is not a new problem, but it is ripe for review. 


The idea behind this move is to prevent wasteful 
individual effort and to give the public a better insight 
into, and appreciation of, its medical and hospital services. 


The Welfare State in Australia has had an amazingly 
rapid development in the last ten years. 

Politics has played an important role in its development. 
All parties in Parliament vie with one another in an 
endeavour to outdo the other. 


Not confined to Australia, but extending all over the 
world, the Welfare State has assumed a magnitude 
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unthought of by the politicians—and taxpayers—of fifty 
years ago. 

The National Insurance Act of 1912, introduced by Lloyd 
George in Britain; was the first move of major importance 
in English-speaking countries, and proved to be the 
ancestor of far greater social movements. Its influence 
has caused the people to look to government institutions 
and the treasuries of governments for its social services. 


In the Commonwealth of Australia alone, the cost of 
social services under the heading “Health, Welfare et 
cetera” increased from £23,000,000 in 1948-1949 to 
£59,000,000 in 1954-1955. 

One may well ask where all this is leading us as medical 
practitioners. 

Australia is one of the few places in the world today 
where the practice of medicine is still free, but is it as 
free as it was twenty years ago? Are we allowing our 
heritage of freedom to be slowly whittled away? Has the 
practice of medicine lost some of its soul? Has the doctor- 
patient relationship been weakened? Do we treat the 
patient more as a case than as a human being desiring 
help, sympathy and understanding in the broad sense of 
his orientation in his environment, as well as needing 
therapeutic aid? 

We must guard against such a trend. 

One reaction to the increased complexity of modern 
medicine, aided perhaps by the difficulty in getting 
adequate and suitable assistants in practice and locum 
tenentes for holidays, has been the formation of group 
practices. Intelligent management of such practices pro- 
vides obvious benefits to the participating doctors, but the 
tendency to push the patients about from one member to 
another, except in circumstances of immediate urgency, 
definitely undermines the doctor-patient relationship. 

Increasing costs of practice (or is it just an increase in 
the spirit of outright commercialism?) are showing up the 
profession in a bad light in some quarters. The example 
of the small minority of members who are abusing the 
Pensioner Medical Service is but one. 

If we have lost some of our freedom or some of our soul, 
are we not ourselves to blame? 

We must not expect the advancing world to leave us at 
peace, working in the same old ways of a generation ago. 

_ If we wish to preserve our freedom we must, as well as 
being alert to prevent wanton filching of it, think ahead 
and act to produce the modern service which the world 
and its inhabitants today demand. 

This entails constant research, thinking and planning, 
and this can be done only by democratic meeting to debate 
the pros and cons. No one man can be expected to produce 
all the ideas, though admittedly greater wisdom will come 
to some with years of experience with the changing scene. 

If we do not so think and act, we cannot blame poli- 
ticians for taking steps to see that we or some others in 
our place do, and in the process enchain us. 

In every phase of social service the doctor has to play 
his part, and it behoves us to consider what form social 
services will take in the future, and what part you and I 
and those who come after us will play in them. : 

It has been shown that there are some who would 
regiment us, and a turn of the political wheel could place 
a hostile group of politicians in control, especially if we 
do not bestir ourselves to ensure that the free system of 
practice does give service to the people. 

Judging by the experience of our colleagues in other 

countries where, divided and uninformed, they fell, and by 


our own so far in this country, it is obvious that a sound, 
safe and free future for the profession can lie only in 


support and interest in our own association, the British 
Medical Association, and we must rally round and give 


that support and interest despite any personal discomforts, 
physical or financial, in these undoubtedly critical years. 

One of our respected elder medical statesmen, Dr. David 
Roseby, has been advocating strongly this year the 
enlisting of the aid of expert advice on organiza 


tion of the 


profession against the inroads of insidious nationalizers, 
and the putting of our house in order against the day when 
a@ government may again try to coerce us. I am in entire 
agreement with him and agree that we should finance this 
out of our organization fund; such expenditure may prove 
to be “a stitch in time to save nine”. It may best be done 
on a federal basis, because the whole of the profession in 
Australia must be organized as one to hold. their own 
against a Commonwealth Government. Action on the 
matter is under consideration. 

However, I do not think that this is a time for depres- 
sion; to me it is stimulating to think that in the last two 
months at least five fundamentally important matters have 
been brought forward in Council-for close consideration 
and appropriate action. 

As I have stated earlier, no man can write out a blue- 
print now to last for twenty-five years. The position is in 
a state of continual flux because of continually changing 
forces, and it is necessary to keep a constant watch and 
to legislate and take action accordingly. 

Choose your elected members wisely and keep plying 
them with your ideas and keep discussing these with them. 

So it devolves upon each of us to think beyond the 
walls of our surgeries and our homes, and to take a con- . 
tinued interest in the affairs of our profession, lest we be 
ground between the upper and nether mill-stones of the, 
politicians. 

Until now we have been able by court action to defy an 
attempt to conscript us. We may not be so successful on 
future occasions. 

The British Medical Association is not a totalitarian 
body. To leave decisions on policy to our governing com- 
mittees is a denial of democracy and a reversion to the 
dictator theory. - 

The constitution of the British Medical Association is 
such that each individual member has the right to have 
his say, and thus to exert his influence on the policy of 
the profession. 

It is easy to say “Oh, leave it to the Council”; but at 
this critical stage of our Association life I would urge we 
to renew your interest in it, to give us your advice, to 
help the Association to a united policy and to present a 
wise, educated, and united front to those who would mould 
us beneath their bureaucratic yoke and steal our heritage 
of freedom from us. : 

I give you what seems to me a fitting closing quotation 
from Jules Jusserand: - 

Remember this also, and be well persuaded of its truth: 
‘the future is not in the hands of fate, but in ours! 


RESERPINE: SOME THEORETICAL AND PRACTICAL 
ASPECTS OF THE PROBLEM 


By Hrreert M. Bowes, 
Psychiatrist Superintendent, Beechworth Mental 
Hospital. 


In the physical treatment of mental illness blind pro- 
cedures are gradually giving way to more specific and 
controlled methods with the emergence of some neuro- 
physiological basis to support the therapist. By “blind” I 
Mean such procedures as malaria treatment and full coma 
insulin or electroconvulsive treatment, in which the 
rationale of the therapeutic approach is ultimately reduced 
to a “rupture of abnormal neuronal patterns” with the hope 
of subsequent successful reintegration. Psychosurgery, 
probably doomed to be replaced eventually by new and 
specifically acting pharmacological agents, has undoubtedly 
paved the way for this approach. 

The pharmacological invasion into the realm of specific 

psychiatric treatment which started many years ago with 
the thyroid and insulin treatment of of schizophrenia, and 
which within more recent years resulted in the use of 
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penicillin, lithium and succinic acid, has now- presented us 
with two fascinating drugs, chlorpromazine and reserpine. 


I shall limit my paper to a discussion on reserpine only, 
and propose to deal first with some neurophysiological 
concepts which, in my opinion, are indispensable in dealing 
with the theory of reserpine action. This will be followed 
by an attempt to summarize briefly recent clinical evalua- 
tions of the drug in Great Britain, in the United States 
and in some Continental medical schools. 


Finally, preliminary results of my own investigations 
into this drug will be given. 


Neurophysiological Concepts of Emotion. 


The areas within the central nervous system which 
mainly concern us here are: (a) the hypothalamus; (bd) 
the reticular formation of the brain-stem tegmentum of 
Moruzzi and Magoun; (c) the thalamic diffuse projection 
system of Jasper; (d) the limbic system incorporating the 
pyriform lobe, the posterior orbital frontal area, the tem- 
poral polar region, the anterior part of the insula and the 
hippocampal formation as well as a group of subcortical 
cell nuclei, namely, the amygdala, septal nuclei, anterior 
thalamic nuclei and parts of the basal ganglia. In 
emotional reactions, the psychiatrically most important 
aspect of these mneurophysiological studies, the hypo- 
thalamus and limbic system form two closely connected 
units in stimulation or ablation experiments. 

Goltz, in 1874, observed rage reactions in dogs following 
aseptic removal of the cerebral hemispheres. In 1928 Bard 
described so-called sham rage reactions, consisting of agita- 
tion, clawing, biting and struggling, accompanied by wide- 
spread activaiion of the sympathetic nervous system on 
stimulation of the postero-lateral hypothalamic area. 

It was revealed by Wheatley in 1944 that isolated 
destruction of the ventro-medial hypothalamic nuclei con- 
verted friendly animals into animals exhibiting extreme 
savageness. 

The next piece of evidence in this fascinating series of 
investigations was the fact that removal of the neocortex 
in itself did not produce rage reactions provided that the 


brain-stem nuclei were left intact; in fact, abnormal 
‘placidity in the experimental animal was the result. When, 


however, amygdala, hippocampal formation and pyriform 
lobe were removed, ferocity followed. 

From the above-mentioned findings it could be inferred 
that inhibitory influences originate in the cingulate gyrus, 
neocortex and amygdala, which exert a suppressing action 
on the brain-stem mechanisms, and furthermore, that this 
inhibitory influence passes by way of the ventro-medial 
nucleus of the hypothalamus. 

Moruzzi, by stimulating the cerebellum in the mid-line 
behind the primary fissure, inhibited completely and 


instantaneously the established picture of sham rage in 


animals. Cessation of the stimulus produced an even more 
intense sham rage crisis as a typical cerebellar rebound 
phenomenon. Gastaut, MacLean and Delgado, by stimula- 
tion of the fronto-ttemporal region, produced eating 
automatisms and vocal as well as postural components of 
states resembling attack, defence and escape. The medial 
parieto-occipital region appeared implicated in sexual 
behaviour, stimulation of the posterior cingulate gyrus 
producing erection in cats. Lastly, MacLean, on stimula- 
tion of the hippocampus, recorded a discharge spreading 
to the entire limbic system of both hemispheres entailing 
striking behavioural changes in a cat. The experimental 
animal, after initially turning towards the stimulus, 
reversed these movements, the pupils dilated and the cat 
presented -a picture of rapt attention. Stimulation, how- 
ever, showed that the animal was in poor contact with its 
environment; in fact, the stance was almost catatonic in 
nature. Noxious stimuli either were ignored or elicited 
rapid and non-directed movements which again ceased sud- 
denly. There existed definite inability to execute a directed 
attack, and MacLean pointed out the similarity to sham 
rage. 

Fascinating analogies between limbic lobe lesions and 
certain schizophrenic behaviour ‘Patterns can be drawn 


from the above-mentioned findings; they also provide a 
firmer basis for the understanding of the mechanism of 
reserpine action. 


Theories of Reserpine’ Mechanism. 


Since Bein in 1953 proposed his theory of reserpine 
action within the central nervous system, further aspects 
of its pharmacological effect have been studied and gaps 
in the understanding of the mechanism of this intriguing 
drug have been filled. 


Schneider, in 1954 and 1955, extended his research to the 
effect of high doses of reserpine on synaptic transmission 
in the spinal cord. He found definite evidence for facilita- 
tion of synaptic transmission, but no reserpine effect on ° 
the myo-neural junction. A similar synaptic facilitation 


SHAM RAGE REACTION 


@ 


PARASYMPATHETIC 


Sy “PATHETIC 


Figurp I. 


showing structures and pathways involved in 
mism of sham rage and target areas for reserpine 


activity. 


was found to exist at higher levels of the neuraxis, and 
Schneider then went on to formulate an admittedly specu- 
lative theory of reserpine producing an increase of cortical 
inhibition on diencephalic structures on a basis of facilita- 
tion of transmission in central synapses. In support of his 
theory he mentions an interesting finding—namely, the 
reversal of the sham rage picture in cats following adminis- 
tration of reserpine. Ablation of certain cortical areas 


“produces sham rage, owing to removal of cortical inhibition 


on diencephalic areas. Reserpine causes increased cortical 
inhibition and consequently sham rage antagonism. 


* Schneider takes care to point out that the full effect of 


reserpine is not obtainable in decerebrate animals, and 
furthermore, that the pharmacodynamic action of reserpine 
is in direct contrast to findings in sham rage only as far 
as autonomic functions are concerned. This evidence, in 
my opinion, is unconvincing; and while admitting that 
inhibitory influences on diencephalic centres originate in. 
the cortex, one could question how, after cortical ablation, 
reserpine could facilitate synaptic transmission emanating 
from non-existing structures and produce sham rage 
reversal. This line of argument in fact supports a direct 
hypothalamic site of reserpine action. Two other clinical 
observations, however, support the transmission facilita- 
tion theory—namely, the occurrence of Parkinsonian 
symptoms and the lowering of the convulsive threshold 
during reserpine therapy. 

Rinaldi and Himwich (1955) studied the effect of reser- 
pine on electrical activity of cortical and subcortical 
structures. It was initially thought that reserpine did not 
produce any electroencephalographic changes, in contra- 
distinction to barbiturates, which give rise to a typical 
sleep pattern in the electroencephalogram. Using increas- 
ingly larger doses, however, the authors obtained definite 
electroencephalographic changes originating from the meso- 
diencephalic activating system. As was initially mentioned, 
this system consists of the reticular formation of the teg- 
mentum and the thalamic diffuse projection system. 
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Reserpine in increasing doses produces first longer- ’ 
lasting alerting responses following accidental stimuli, and 
finally, by lowering the threshold for electrical stimulation 
of the reticular formation, gives rise to a persistent electro- 
encephalographic pattern of alertness. 


What now are the conclusions to be drawn from this 
experimental evidence? Reserpine undoubtedly gives rise 
to an alert electroencephalographic pattern by stimulating 
the mesodiencephalon-activating system. It has no hypnotic 
action, and produces its tranquillizing effect by apparently 
depressing other brain centres, thus acting as a behavioural 
sedative. It must not be assumed, however, that hyper- 
activity of the mesodiencephalon-activating system pro- 
duces insomnia, and clinical trials have clearly shown that 
patients on reserpine treatment do not exhibit any sleep 
disturbances. In addition, Rinaldi and Himwich point out 
that the brain-stem reticular formation plays an important 
part in the genesis of extrapyramidal symptoms of 
Parkinsonism. Stimulation of this area gives rise to a 
rhythmical alternating tremor. This finding offers a satis- 
factory explanation for the Parkinsonian tremor seen so 
often in patients on reserpine treatment. 


Finally, I want to discuss a report by Weiskrantz and 
Wilson (1955) dealing with the effects of reserpine and 
limbic lobe lesions on emotional behaviour of rhesus 
monkeys. This paper in particular has contributed a great 
deal towards the understanding of the mechanism of reser- 
pine action. The main criterion selected to test the effect 
of the drug and the brain lesion was the tolerance or 
avoidance of a painful stimulus (electric shock), the 
intensity of which could be carefully controlled. The 
results were most enlightening. To consider first the 
effects of the brain lesions on avoidance thresholds, the 
animals with amygdaloidectomy required greater shock 
intensities to elicit avoidance behaviour, their responses 
were slower, and in two out of three monkeys a higher 
shock delivery rate was recorded. The inferior temporal 
controls and the monkey subjected to a sham operation 
required less intense shocks, their responses were faster 
and the shock delivery rate was lower. The authors stress 
the fact that avoidance performance following amygdaloid- 
ectomy was still adequate, but stronger electrical “prod- 
ding” was necessary to elicit sustained avoidance behaviour | 
in these animals compared with normal and control 
monkeys subjected to operation. Let us next inspect results 
following the administration of reserpine. Whereas the 
normal monkey under experimental conditions of shock 
threat gave from 400 to.1200 avoidance responses over a 
period of thirty minutes, reserpinized animals responded 
far less frequently if at all. It must be stressed that in 
all instances the monkeys responded strongly to the elec- 
trical stimulus by jumping, but during the shock interval 
they appeared quite unconcerned. The authors unfor- 
tunately neglect to state whether any alteration in shock 
intensity under reserpine influence was required. It is 
interesting to note that reserpine was equally effective 
before as well as after operation. 


Finally, a food reward experiment was carried out with 
three monkeys. Whereas the normal animal and the 
animal whose brain was operated on responded eagerly to 
the food reward, the reserpinized monkeys did not approach 
the food tray spontaneously and chewed the food for only 
a few moments, if it was held in front-of their mouths for 
some time. 


In discussing the results of the.experiment one is forced 
to conclude that reserpine strongly influences avoidance 
behaviour and in addition severely depresses food reward 
responses. By comparison, the amygdaloidectomized 
animal is still able to exhibit pronounced avoidance 
behaviour when faced with a painful stimulus, although 
slightly higher shock intensities are required to elicit the 
responses. Food reward responses remained unaffected. 
The reserpine effect is unaltered by brain lesions in general 
and amygdaloidectomy in particular, and thus the amyg- 
daloid nucleus is excluded as the target area for reserpine. 
However, complete removal of associated brain areas, 
including the prepyriform area, the anterior temporal lobe, 
the anterior part of the insula and the posterior orbital 


area, in addition to removal of the amygdaloid nucleus, had 
behavioural effects very similar to those produced by 
reserpine. 

The authors conclude by proposing the theory of 
ascribing to the orbito-temporo-insular area a -hypo- 
thalamus-activating function, whereas ‘the reserpine 
mechanism consists of the prevention of impulses originat- 
ing in this area from reaching the hypothalamus. - 


Clinical Evaluations. 


‘During the last eighteen months the number of publica- 
tions dealing with the clinical evaluation of reserpine has 
grown rapidly. The limited time at my disposal does not 
permit me to discuss individual papers even briefly. I 
propose, therefore, to summarize opinions under the fol- 
lowing headings: (i) psychiatric indications for reserpine 
treatment, (ii) criteria for selection of patients, (iii) 
methods of administration, (iv) side effects, (v) results. 


Psychiatric Indications. 


Reserpine trial studies on patients with the following 
mental disorders have been carried out by various authors: 
schizophrenia (acute schizophrenic reaction, chronic 
schizophrenia), paranoid reaction type, manic-depressive 
psychosis, psychoneuroses (anxiety neurosis, obsessive 
compulsive neurosis), convulsive disorders, geriatric 
psychoses (arteriopathic dementia, senile dementia), head 
injuries with hyperirritability, narcotic withdrawal syn- 
drome, dysmenorrhea, premenstrual tension, Huntington’s 
chorea. . 
Criteria for Selection of Patients. 


Most of the authors stress the presence of emotional. 
- lability, tension, irritability and anxiety as one of the 
' features influencing the selection of patients fer reserpine 


therapy. Chronic psychotic patients, with a syndrome con- 
sisting of aggression, agitation and destructiveness, seem 
to respond particularly well to reserpine therapy. In some 
studies, patients with stuporose conditions, interpreted as 
states of inner tension, are selected for treatment. Some 
papers insist on lack of response to other physical forms 
of psychiatric treatment, whereas others include electro- 
convulsive therapy reversible cases in their series. 


Method of Administration. 


and method of administration as well as dura- 
tion of treatment show a tremendous variation with dif- 
ferent authors. Daily doses of reserpine range from 1-0 
to 130 milligrammes, administered either orally or paren- 
terally. In some publications persistent and vigorous 
treatment for some months is advocated before signs of 
improvement are obvious, whereas other writers claim to 
have achieved definite results within weeks, even days. 
Some place more importance on the time factor, others on 


-the dosage. From all this contradictory mass of informa- 


tion there emerge, however, a few definite facts or rather 
trends, the first being to start reserpine therapy by 
parenteral administration, and to change to oral therapy 
after one or two weeks. Small dosage schemes (0-5 milli- 
gramme of reserpine twice or three times daily) as men- 
tioned in earlier publications have been abandoned in 
favour of daily doses of 5-0 to 10-0 milligrammes. If 
patients are responding favourably, this dose is gradually 
reduced. Only a few authors advocate daily doses above 
10 to 15 milligrammes. Maintenance doses vary from 1-0 
to 3-0 milligrammes per day. 
Side Effects. 

With small doses of reserpine the most common side 
effects encountered were dizziness, nasal congestion, diar- 
rhea and some degree of lethargy. Since the introduction 
of higher doses the leading problem has been the develop- 
ment of Parkinsonian features, in its mildest form 
restricted to a faint tremor of hands and legs, and when 
fully developed producing the characteristic mask-like 
face, profuse salivation, festinant gait and extreme tremor 
with pill-rolling movements of the fingers. Although some 
authors were impressed with the lack of toxicity of reser- 
pine, others have encountered toxic reactions with loss of 
appetite and vomiting accompanied by a picture of acute 
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confusion. Pronounced edema of the legs and face, poly- 
phagia and convulsive attacks complete the list of undesir- 
able side ‘effects. Curiously enough, depression is rarely, 
if at all, mentioned as a side effect of the drug, whereas 
this symptom has received considerable attention in papers 
dealing with the hypotensive properties of reserpine. 


Results. 


The most encouraging results with this drug have been 
obtained in disturbed, chronic psychoses, nearly always of 
a schizophrenic reaction type, in which reserpine acts as a 
behavioural sedative, producing cessation of impulsive 
behaviour, increasing cooperation and considerable weight 
gain in undernourished patients. Reserpine has also been 
described as a useful adjuvant in cases of early schizo- 
phrenia, in which apprehension, fears and negativistic acts 
decrease in frequency and full coma insulin therapy is 
facilitated. Results have been encouraging in geriatric 
psychotics, in whom motor hyperactivity and affective 
lability are decreased. The tranquillizing effect of reser- 
pine in acute psychiatric conditions in war casualties 
deserves special attention. It appears to be of doubtful 
value in the management of psychoneurotics, although com- 
paratively little research has been done in this field. 


Reserpine seems to increase the number of convulsions 
in epileptics, and has little value as a tranquillizing agent 
in frank depression. 


The Present Study. 


Since the initial pilot study in February and March, 
1955, altogether 102 patients have been treated with reser- 
pine at the Beechworth Mental Hospital. In 20 cases the 
duration of the treatment has been too short to permit 
their inclusion in this investigation. The remaining 82 
patients (64 females and 18 males) fall into the following 
diagnostic categories: schizophrenia, 68; congenital mental 
deficiency, eight; Huntington’s chorea, three; manic- 
depressive psychosis, one; epilepsy, one; psychopathy, one. 

While the above-mentioned neurophysiological theories 
of reserpine action were kept in mind, it was decided to 
concentrate on the investigation of patient selection 
and the evaluation of prognostically significant mental 
syndromes. 

Criteria for judging improvement were fairly flexible, 
and the scale which was initially used in the pilot study 
had to be slightly revised to allow for the expression of 
finer shades of improvement. “Slight improvement” 
implied less disturbed behaviour, more discriminate toilet 
habits, a change from spoon feeding to self-feeding, and a 
few spoken words in initially mute regressed patients. In 
the case of patients in whom the break with reality was 
not so complete it simply meant some behaviour change 
towards normality. Patients were considered to have 
“moderately improved” if there were definite cooperation 
with the nursing staff, willingness to perform minor ward 
duties, participation in hospital activities and entertain- 


I. 
Response of 82 Psychotic Patients to Reserpine Therapy. 


ments, and the need for a minimal amount of sedation. 
“Marked improvement” expressed a disappearance of 
mental symptoms to such a degree as to make the patient 
eligible for trial leave or discharge from the hospital. 

To facilitate the experimental design, the syndromes to 
be investigated were deliberately simplified to (a) aggres- 
sion and (b) passivity. The four groups were chosen as 
follows. 

Group A. 

Group A consisted of 12 acutely disturbed, aggressive 
and combative psychotic patients, and has been described 
in detail in a previous paper. They received daily doses 
of 2-0 milligrammes of reserpine parenterally as well as 
1-5 milligrammes orally for one week. Oral administration 
was then continued. 

Group B. 

Group B comprised eight chronic patients, all schizo- 
phrenics, who did not show any overt verbal or motor 
aggression. They were passively non-cooperative, and for 
this reason presented only as problems of management. 
Reserpine dosage was identical with that of the previously 
mentioned group, but electroconvulsive therapy was 
administered three times a week. Patients were assessed 
after four weeks. 

Group 0. 


Group C consisted of 42 patients, of whom 36 were 
destructive, non-cooperative and violent. In four of the 
remaining cases, all cases of schizophrenia, the disease 
process had not produced a severe personality disruption, 
and these patients could be described as cooperative, fairly 
reliable and employable individuals who had managed to 
find adjustment within the hospital community. They were 
included in this group to explore the possibilities of further 
improvement with reserpine. One further patient had been 
in a catatonic phase for some years despite two courses 
of full coma insulin treatment and several courses of 
electroplexy. The remaining patient in this group suf- 
fered from advanced Huntington’s chorea, but did not 
exhibit any aggressive features. Reserpine dosage was 
slightly increased in this group, and the amounts ranged 
from 2-0 to 5-0 milligrammes parenterally. per day for the 
first week and 2-0 to 6-0 milligrammes as a daily oral dose. 


Group D. 

The 20 patients selected for Group D were all schizo- 
phrenics who could be described as inaccessible. They 
were mute, withdrawn and autistic, and their mental state 
had varied but little over many years. Reserpine was 
administered parenterally for one week in daily doses of 
50 milligrammes. Medication was continued with daily 
oral doses of 8-0 milligrammes. 


Results. 
Group A. 


A preliminary survey after four weeks produced the 
following results: four patients had not responded to the 
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treatment, two were slightly and three moderately 
improved, and in the remaining three patients behaviour 
changes could be described only as “marked improvement”. 
Let us now review these results after a passage of seven 
months. Of the four unimproved patients who were sub- 
sequently given a higher oral dose (four milligrammes per 
day), one has made a remarkable recovery and is almost 
ready for trial leave. Another is moderately and a third 
slightly improved. The fourth patient remained refractory 
to the treatment, and reserpine treatment has been dis- 
continued. The two slightly improved patients have main- 
tained their status on the same dose. Of the moderately 
improved patients, two have held their position, and one, 
having lapsed in spite of an increase in the dosage, had 
his treatment stopped. From the “markedly improved” 
sub-group consisting of three patients, two were able to 
leave the hospital, continuing with oral reserpine therapy; 
the third patient has again become somewhat combative 
owing to distressing auditory hallucinations, and his oral 
dose is now being increased. Side effects in this group 
were negligible, and were restricted to mild nasal conges- 
tion, lassitude, occasional bouts of diarrhea and dizziness. 


Group B. 

There was not the slightest response to reserpine therapy 
in any patient in group B after four weeks. Side effects 
were again slight, and in no way necessitated any adjust- 
ment in dosage or method of administration. 


Group C. 


Of the 42 patients in group C, 20 showed slight aie 
ment, eight were moderately improved, and in one patient 
mental symptoms had disappeared to such an extent as to 


enable her to leave the hospital. The remaining members . 


of this group failed to respond to the treatment. It is 
noteworthy that none of the six cooperative and “passive” 
patients showed any alteration in their mental condition. 
Side effects were numerous and forced us to abandon 
treatment in five cases. Two patients became acutely 
depressed (one of them ruminatively suicidal); one 
elderly hypertensive woman developed left ventricular 
failure; another patient, while still on parenteral therapy, 
showed a picture of toxic confusion; and the last patient, 
an elderly paraphrenic, regressed rapidly and after some 
weeks presented the clinical picture of senile dementia. 
Other side effects which yielded promptly to an alteration 
in dosage consisted in facial and lower extremity edema, 
attacks of shivering d mild tremors and bouts of 
diarrhea. 

Three cases of Huntington’s chorea were included in 
this group and deserve a more detailed description. 


A female patient, aged thirty-two years, was admitted 
to the Beechworth Mental Hospital in February, 1955. The 
disease was then moderately advanced and had produced 
some degree of dementia. Choreiform movements were pro- 
nounced, resulting in difficulty in walking, there was con- 
siderable dysarthria, and mastication of food had become 
difficult. Her affect was somewhat flattened; she was 
friendly and inoffensive. After seven weeks of reserpine 
treatment, consisting of a daily parenteral dose of two 
milligrammes and an oral dose of 15 milligrammes, 
choreiform movements have become less pronounced, she 
eats with greater ease and has gained four pounds in 
weight. 

A male patient, aged thirty-seven years, was admitted to 
hospital in 1954. He had been previously admitted to a 
mental hospital, where the diagnosis of schizophrenia was 
made. On his admission to Beechworth Mental Hospital, his 
mental symptoms by far overshadowed any physical signs, 
which were confined to minute shrugging movements of his 
shoulders and occasional slight choreiform movements of the 
upper extremities. He was extremely aggressive and would 


not submit to the usual hospital discipline. In 1955 the . 


choreiform movements became more obvious and his speech 
showed some dysarthric quality. ‘Reserpine treatment was 
commenced, but after two weeks the patient complained of 
severe lassitude and inability to do any work. He then 
became frankly depressed, and treatment was stopped; this 
resulted in a rapid disappearance of the depression. 


A male patient, 


aged fifty-four years, was suffe from 
advanced chorea associated 


ted with gross mental 


deterioration and pronounced physical signs. He was 
extremely 


agitated, shouting and hghting, and~presented the 
staff with @ nursing problem of considerable magnitude. 


Reserpine 
grammes, and within two weeks the patient became quiet 
easily manageable 


and , and the choreiform. movements 
lessened to some degree. : 


Group D. 


In group D, eight patients were slightly improved; the 
remaining 12 showed no change after five. weeks’ treatment 
(which is still in progress). The outstanding side effect 
was an increasing degree of incontinence in all patients, 


which, however, lessened after the first week. Ten patients . 


developed some Parkinsonian symptoms, varying from 
minor tremors of the extremities to a fully developed 
picture consisting of festinant gait, pill-rolling movements 
of the fingers, mask-like face and increased salivation. 
Two patients had grand mal attacks and one became 
grossly cdematous. Another patient presented with a 
picture of toxic confusion. All side reactions cleared up 
after cessation of treatment for two to three days and 
recommencement on a slightly lower dose. 

Summarizing the results in all groups, we find that of 
82 patients treated with reserpine for one to eight months, 
47 had improved; of these, three were able to leave the 
hospital, and a fourth has almost reached that stage. 
When the material is divided into two sections, an aggres- 
sive and a non-aggressive group, the results assume a 
greater significance. Of 48 aggressive patients, 38 had 
shown some improvement ranging from slight to marked. 
In the non-aggressive group, consisting of 34 patients, only 
nine had shown slight improvement. Side reactions neces- 
sitated termination of treatment in five cases; 12 other 
patients did not respond to reserpine, and treatment was. 
abandoned. An increase in weight was conspicuous in 
almost all cases, ranging from gains of a few pounds to 
pronounced obesity. No correlation between yesh gain 
and treatment result could be established. 


Discussion. 
[sittin the field of mental hospital psychiatry the intro- 


uction of reserpine represents a significant advance in 


treatment. 


When the results are reviewed it ‘anise be remembered 
that. the.patients studied-in this investigation represent 
the most unpromising material for any other form of 
therapy. They had all reached _a considerable degree of 
chronicity, and either had passed through the mill of 
varying types of physical treatment without showing any 
improvement or had fallen victim of the inevitable 
deterioration. Without trying to be over-enthusiastic, I 
think that the findings are, to say the least, encouraging. 
For the first time we are dealing with a pharmacological 
substance capable of altering behaviour and reducing ten- 
sion without the disadvantages of conventional sedation. 


It must be admitted that we are still in the experimental 
stage as regards dosage, duration of treatment, and selec- 
tion of patient material. However, the results of this 
investigation indicate that amongst the many aspects of 
this problem proper selection of ents for reserpine 
therapy is of particular impo 


Neurophysiological theories of - rpine action can, to 
some extent, be applied in the interpretation of our results. 
Analogies between the picture of animal sham rage and 
schizophrenic aggression, characterized by its affectless, 
blind and unpredictable fury, do_exist. I remind you of 
MacLean’s description of the experimental animal following 
limbic lobe stimulation and the astonishing similarity to 
schizophrenic behaviour. This approach is in no way 
intended to decry psychogenic theories of the psychoses; 
but “if we are trying to find out something about the 
music produced by a piano, during the process of minutely 
investigating the player, let us not forget to divert some 
attention to the deiicate mechanism of the instrument”. 


Scrutinizing our results more closely, we find that the 
results are best in the two aggressive groups. However, if 
we compare the two non-aggressive groups B and D, we 
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are faced with a total lack of response to reserpine treat- 
ment in group B, whereas eight patients in group D had 
slightly improved. It seems unlikely that the superadded 
electroconvulsive treatment in group B had any influence 
- on results, and I prefer to think that the considerably 
higher’ dosage scheme employed in group D was the 
decisive factor. The results in group A provide further 
food for thought. After four weeks’ treatment four 
patients had not responded; yet three of these subsequently 
improved to some extent on the slightly higher dose of 
pov oom after persevering with the therapy for eight 
mon 


The ‘following preliminary conclusions may be drawn - +eben 


from this study: 


1. Reserpine is an excellent tranquillizing agent in the 
treatment of agitated psychotics. 


2. The removal of tension. and aggression, by setting 
in motion certain reintegrative processes, produces, in 
addition to the tranquillizing effect, some perneneny 
changés towards normality. 


3. The usefulness of reserpine may be extended to the 
treatment of certain organic conditions (for example, 
Huntington’s chorea). 


4, The duration of treatment and the dosage undoubtedly 
influence results, and further investigations appear desir- 
able in this field. 


5. Side effects change in character and tend to become 
more severe as the dosage is increased, but they disappear 
fairly soon on alteration of dosage or cessation of treat- 
ment for some days. 


6. In negativistic and often undernourished psychotics 
reserpine produces considerable weight gain with associated 
improvement in their physical health. 


7. The number of patients requiring electroconvulsive 
therapy has decreased considerably since the introduction 
of reserpine therapy, which is less Rese opeerAS, easier, 
safer and probably more. effective. 


Finally I should like to stress the fact that definite 
knowledge concerning the value of reserpine in the treat- 
ment of psychoneurotic disorders is still lacking. An 
evaluation of the drug in extramural psychiatry appears 
hazardous, as difficulties of supervision, observation of 
rapidly, appearing side effects and the notorious unreli- 
ability associated with allowing the patient to administer 
the drug would make any findings of doubtful value. How- 
ever, it would be most rewarding to see the results of a 
reserpine research project, carried out preferably at a 
large neurosis hospital with facilities for matched control 
groups, close observation and psychological testing of 
patient material. 


Summary. 


1. A short description of neurophysiological concepts of 
emotion has been given. 


2. The theories of reserpine mechanism have been dis- 
cussed and correlated with neurophysiological evidence. 


3. Recent publications on the clinical evaluation of reser- 
pine have been briefly summarized. 


4, Reserpine has been administered to 102 psychiatric 
patients in hospital, of whom 82 are included in this 
study. The drug has been effective in controlling aggres- 
sion in a number of patients, and in some instances has 
produced improvement in their mental symptoms beyond 
the tranquillizing effect. The impression is gained that 
the introduction of reserpine represents a significant 
advance in the treatment of chronic psychotic patients. 
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FUNGOUS INFECTIONS IN MAN EXEMPLIFIED BY 
TINEA RUBRUM AND ACTINOMYCOSIS. 
By B. B. Baprack, 
Brisbane. 


Funai that are omg gerd to man can be divided into 
three types according to their ability to attack certain 
structures of the body and there develop and produce 
varying morbid conditions. 


In the first group are the fungi that affect the epidermis 
and its appendages. In this group are the ordinary ring- 
worm fungi, and the lesions of the skin are mostly super- 
ficial and confined to the skin. Occasionally, however, they 
may aan. granulomatous lesions, but they do not spread 
systemicall 

are the fungi that produce 
granuloma-like lesions in the skin and often remain con- 
fined to the skin and its adjacent structures; but many are 
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capable of systemic spread. This group includes actino- 
mycosis, nocardiosis, blastomycosis of Gilchrist (North 
American blastomycosis), maduromycosis, sporotrichosis, 
chromoblastomycosis. 

In the third group are the infections produced by fungi 
that mainly produce systemic infections, and they may or 
- may not produce lesions in the skin. If they do, the 

lesions are generally of a granulomatous nature. Certain 
types of these conditions are often fatal. In this group 
_ are such diseases as histoplasmosis and torulosis. 

The first of the two cases described, that of tinea 
rubrum, belongs to the first group—that is, it is an infec- 
tion of the skin by a fungus. Infection in these cases takes 
place by transplantation of the spores. According to McLeod 
the fungi have two actions: (i) a destructive or corrosive 
action on the epidermis, hair and nail, owing to the 
elimination of a ferment which has the power of dissolving 
keratin and of rendering the surrounding tissue suitable 
for the nutrition of the fungus; (ii) an irritant action 
from their rapid growth and the toxic influence of the 
ferment, which results in varying degrees of inflammation, 
and may be so acute as to lead to vesicular penser and 
even granulomatous lesions. :- 


It is obvious that the skin of some people is a more 
fertile soil for the growth of fungi than that of others, and 
it would appear for infection to take place in adults there 
must be some breach of the surface epithelium—in most 
cases of such minor nature as to pass unnoticed. However, 
in children this does not apply; they can develop infection 
on normal healthy skin, and they appear to be particularly 
susceptible to several varieties of fungi, particularly the 
microsporons. Once infection has taken place, some fungi 
are more tenacious than others—some respond rapidly to 
suitable treatment, others show the utmost resistance. 


Tinea Rubrum. 


Infection with tinea rubrum is known to be most resis- 
tant to treatment, particularly when it occurs on the feet 
and in the nails, and it may persist for years in spite of 
all forms of therapy. 


The case which is described presents some unusual 
features, in that the infection persisted for some years, but 
it had remained confined to the area of original infection, 
and in spite of the patient’s close contact with other 
members of his family, so far as is known no one else 
developed the disease. 


It is possible that infection by tinea rubrum is not so 
rare as it would appear from the few cases reported; it is 
only the fact that it is not recognized which makes it 
appear unusual. 


Cass I.—In November, 1955, a man, aged forty-four years, 
married, with five young children, by occupation a farmer, 
was referred by his family doctof because of a persistent 
rash on his left forearm. His work brought him into contact 
with the usual farm animals, but not so much as in the 
past, as a good deal of his farm was mechanized. He gave 
a history that the rash had been present on his arm for a 
little over three years. He said that it appeared to have a 
cycle—a period more or less free from rash followed by a 
gradual recurrence, till it became very red and savage- 
looking. This was followed by the appearance of white 
scaling, and then it would tend to clear. The whole process 
took approximately a month. The rash was much worse in 
summer and sometimes not apparent in the winter. When 
the rash was present it was very itchy. No other part of 
the body was affected. He had had tinea of his feet, but 
that had responded to treatment, whereas no treatment that 
he had applied to his arm had produced any improvement. 
In spite of the fact that the children were frequently in 
contact with his arm and he did not take any precaution in 
regard to antiseptics or bandaging or prevent them from 
coming into contact with the infected area, no other member 
of his family contracted the infection. 


On examination of the patient, there was an erythmatous 
scaly eruption on the extensor of his left forearm 


extending from his elbow to his wrist. The history suggested 
a seasonal contact with some irritant; but on close examina- 
tion there appeared to be a definite border seco some slight 
_ degree of vesication. In a skin scraping from this border 
mounted in 10% potassium hydroxide 


solution mycelium 


filaments were seen which appeared of a coarser nature 
than the type usually seen in the cases of T. epidermophyton. 
In view of this finding the patient was referred for cultural 
examination. The report on this culture was as follows: 
“An organism morphologically resembling -Trichophyton 
Rubrum was isolated.” 

Treatment was ‘by bathing with a solution of mercuric 
chloride solution (1 in 5000) followed by inunction with 
Whitfield’s ointment. The patient was to continue treat- 
ment for six weeks after all signs of the rash had cleared. 
He reported that after two weeks his arm was free of rash 
and he ceased treatment. Some two months afterwards, in 
February, the most humid month of the year, two isolated 
areas appeared. When he reported he was starting treat- 
ment again, and on this occasion he intended to continue as 
originally prescribed. 


Comment. 


The interesting features of this case are, first of all, the 
duration of the infection for some three years or more 
without other areas of the body being affected. The tinea 
which the patient said he had had on his feet had responded 
to treatment, and his feet were quite clear when examined. 
This was most likely an infection with the epidermophyton, 
which infects a very high percentage of males in Queens- 
land. The second interesting feature is the waxing and 
waning of the disease during the period of the infection. 
This does occur with some of the tineal infections; the 
warmth of summer with the moisture from sweating was 
conducive to the growth of the fungus, whereas in winter 
it would sometimes practically disappear. The third 
interesting point is that, in spite of close contact with his 
wife and children over the three-year period of his infec- 
tion, no other member of his family contracted the disease. 


The most likely: source of infection in this case was an 
animal. The patient’s work as a farmer would naturally 
bring him into contact with a certain number of animals; 
some small abrasion could have been the seat of the initial 
lesion. Tinea rubrum, although difficult to cure when it 
infects the nails and the feet, may respond more rapidly 
to treatment when the infection involves more accessible 
areas. In this case the response to treatment was such 
that it appeared that if he had persisted in the treatment 
as he was advised to do in the first place, a permanent 
cure would have been effected; on the other hand, this 
may have been a weaker strain of the fungus that was 
more to fungicidal remedies. 


Actinomycosis. 


The case of actinomycosis belongs to the second group. 
Actinomycosis is a disease caused by various related fungi 
which may affect the skin or any part of the body and the 
viscera; but the most common site is the neck (the 
cervico-facial type of infection commonly called lumpy 
jaw). Its distribution is world-wide; it is not confined or 
related to any one country. 

The organism responsible for the infection is an actino- 
myces, A. bovis. Some authorities consider that the 
organism should be named A. israeli. The organism is 
found in the mouth of apparently normal, healthy people, 
and it is only under certain conditions and possibly in the 
presence of other organisms that it becomes pathogenic. 


In the skin it forms nodular lesions which break down 
and discharge a glairy type of pus in which can be seen 
at times the so-called sulphur granules. Untreated, these 
lesions form sinuses and may persist indefinitely. Usually 
the lesions form slowly and are not very painful, and in 
the beginning may appear like a subacute pustular infec- 
tion of the deeper layer of the skin; but if opened or if 
they break down it is found that they contain granu- 
lomatous matter with some pus-like material in which may 
be seen the sulphur-like granules. 

Primary infection usually takes place after some trauma 
in the region of the mouth or throat, but it would appear 
that certain factors are necessary for this to take place. 

John Hertz (1955) states that Per Holm (1950) was able 
to establish that different varieties of ray fungi existed 
and that other microbes were also present in every actino- 
mycotic lesion in man containing such ray fungi. ' Per 
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Holm concluded that “neither fungus nor those “other 
microbes” alone were able to produce morbid conditions in 
man, whereas coexisting they did bring about those con- 
ditions. 


Hertz goes on to state that further conclusions arrived 
at by Per Holm in 1951 were that patients with actino- 
mycosis: might be treated adequately with penicillin with- 
out being cured, and in some cases the persistence of the 
condition depended upon the presence of the “other 
microbes” of actinomycosis which were able to maintain 
an infection already established; it had not been proved 
that those “other microbes” were able to produce an infec- 
tion without the presence of the actinomyces. Bacillus 
actinomycetium comitans appears to be responsible for the 
continued disease in many cases of penicillin-treated 
actinomycosis. 


Having thus thrown light on the theoretical basis for the 
treatment of actinomycosis with penicillin, Per Holm 
pointed out the feature known to every surgeon—that it is 
difficult for chemotherapeutics and antibiotics to penetrate 
into abscess cavities. 


Hertz then described a case of actinomycosis of the 
mandible, diagnosed clinically but not proved micro- 
scopically or by culture, and treated with penicillin given 
parenterally, and also by injection into the abscess cavity, 
with cure of the condition. 


<In the past, treatment of actinomycosis was generally 
surgical, with the administration of iodides internally and 
at times X-ray therapy to the lesions. The results were 
variable, but in many cases unsatisfactory. However, more 
recently, the use of penicillin alone and of penicillin and 
sulphonamide drugs has given excellent results. Some 
authorities claim good results with “Aureomycin”. 


The following case is of interest as clinically a diagnosis 


of actinomycosis appeared justified, although micro- . 


scopically and culturally it was not able to be proved. This 
is not unusual in cases of actinomycosis as the literature 
frequently states, and many cases are diagnosed on their 


clinical history and appearance alone. 


‘With regard to laboratory diagnosis, Esther Mayes and 
Peter Verges of Chicago (1950), writing on mouse patho- 
genicity as a diagnostic aid in the identification of A. bovis, 
after stressing the difficulty of the isolation and identifica- 
tion of A. bovis and the tedious nature of proof by culture, 
go on to demonsfrate the use of gastric mucin as an 
enhancing agent in a rapid diagnostic test as used in the 
same way in tuberculosis. By this method they got 94% 
positive results. Such a test, if it could be performed in 
our laboratories, would be of great value, but it is doubtful 
whether there would be sufficient call for it, so that at 
present with failure to identify the ray fungi and with 
negative culture results, the diagnosis will depend on 
clinical features. 


‘Cass II—A young woman, aged twenty-eight years, 
unmarried, in good health, was employed as a stenographer 
in the city. In February, 1956, she had all her teeth 
extracted from her upper jaw. No difficulty was experienced 
in their removal, and her mouth healed without any com- 
plications. Some three weeks afterwards she noticed some 
swelling developing below and to the left of her chin. This 
went on increasing until some three months later when she 
came under observation. There was then one large nodule 
under her chin about 1:5 centimetres in diameter, soft and 
fluctuating and freely movable, and with a number of 
smaller nodules extending along the skin over the mandible. 
The large nodule was not unlike a sebaceous gland under- 
going resolution. However, in view of the history a pro- 
visional diagnosis of actinomycosis bovis was made, and the 
nodule was incised. It was found to contain granulomatous 
matter with some thin, purulent material in which appeared 
several sulphur-like granules; direct examination of these 
granules, although suggestive, did not reveal any typical 
ray fungi. As it was not possible to have a culture made 
immediately, treatment was started with iodides and X rays. 
Cultures were attempted five days later, when more sulphur- 
like granules were obtained from the original incision. After 
some weeks the patient showed intolerance to iodides, and 
it was then decided to treat her with penicillin and sulphon- 
amide drugs in hospital. 


Treatment in hospital consisted of the administration of 
1,200,000 units of penicillin per day for eight days, combined 
with four grammes of sulphadiazine daily, and when the 
course of penicillin was completed she was allowed to go 
home and to continue treatment with sulphadiazine, the 
dosage of which was reduced to three grammes per day. 
This was again reduced at the end of the second month, and 
administration finally ceased at the end of the third month. 

Resolution was slow but progressive, and at the end of 
the third month all the nodules including the large one had 
disappeared, and the skin over the affected area was normal. 

The cultures gave negative results for A. bovis; an 
anaerobic diphtheroid was grown, but it is not possible to 
state whether this was part of the infection or a contaminant, 


Comment. 


-In view of the history, the clinical appearance, the 
granulomatous nature of the lesion and the response to 
therapy, a diagnosis of actinomycosis appears justified, in 
spite of the negative results on microscopic and cultural 
examination. A point to note is that the patient had one 
X-ray treatment before the culture was attempted; this 
may have had some bearing on the negative result. 


Conclusion. 


In describing these two cases of fungous infection in 
man, attention should be drawn to the very inadequate 
development of medical mycology in Australia. We are 
very much behind North America and South America and 
European countries in this regard. In view of this wide- 
spread incidence of the various fungous diseases in humans 
some central mycological bureau should be established by 
the Commonwealth health authorities to improve our 
knowledge of fungous diseases in Australia and to train 
doctors and technicians in this very important department 
of medicine. 
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KWASHIORKOR IN NEW GUINEA. 


By P. S. VENKATACHALAM! AND V. IvINSKIS. 
From the New South Wales Red Cross Blood Transfusion 
Service, Sydney, and the Department of Health, Chimbu, 
New Guinea. 


KWASHIORKOR, a syndrome of protein malnutrition. is one 
of the most widespread nutritional disorders of children in 
the tropical regions of the world. Its importance as a 
serious public health problem in these countries has been 
recognized, and intensive research on various aspects of 
the disease is in progress in different parts of the 
world (Trowell, Davies and Dean, 1954; Gopalan and 
Ramalingaswamy, 1954; Proceedings of a Conference on 
Protein Malnutrition in Jamaica, 1955). In the South 


1This work was undertaken during the tenure of a — 
Medical Fellowship under the Colombo Plan. Permanent 
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Pacific Islands, the Sole report of the occurrence of the 
condition has been from the Fiji Islands (Manson-Bahr, 
1951). The existence of kwashiorkor among the children 
of the Territory of New Guinea and Papua has not been 
recorded previously, though conditions favourable_for its 
development are known to prevail in the area (Report for 
Territory of New Guinea, 1953-54). The purpose of the 
present communication is to point out the existence of the 
disease in the Territory and to facilitate its — 
and thorough investigation. in the future. 


Clinical Features. 


A total of 18 patients (13 males and five females) were 
examined in the course of a month. All the patients 
were examined and all the diagnoses were made by one 
of us (P.S.V., who has had extensive experience in various 
aspects of the disease as it occurs in India). The distribu- 
tion of cases in the Territory is given in Table I, and the 
map (Figure I) indicates the areas. It is regretted that 


TABLE I. 
Distriution of Cases of Keashiorbor inthe Territory of Papua 


Number of 
Place. Cases. 


tal 
a in the course of a nutrition 
Lae Native Hos ph 
Port Moresby 
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the investigations of these cases were not complete. Apart 
from a clinical examination of the patients, liver biopsy 
was performed on three subjects, and a routine micro- 
scopic examination of stools was carried out in three other 
eases. At the time of the examination, 11 patients had 
been undergoing treatment in hospital for various periods 
of time. The clinical features are listed in Table II. 


Ficurs I. 
Map of Territory of New Guinea and Papua showing 
areas visited. 


- The ages of the patients could not be determined with 
any degree of accuracy. On a rough estimate, the distribu- 
tion was found to lie between six months and four years. 
Clinical examination of all the patients revealed consider- 
able growth failure and edema of varying degrees (Figure 

’ HT). Lack of information concerning age prevented an 
accurate assessment of the extent of growth failure. How- 

~ ever, based on an approximation of age, the body weights 


available for eight patients with kwashiorkor were found 
to be between 60% and 70% of those reported for the 
apparently normal children of New Guinea (Report of the 
New Guinea Nutrition Survey Expedition, 1947) and 
between 70% and 75% of those obtained for children of the 
Chimbu area during a nutrition survey in 1956 (unpub- 


lished data). The_patients’ loss in body weight was 
TABLE II. 
Clinical Features. 
Number of 
Manifestation. Cases. 
Growth failure 18 
mental apathy 
Skin 
Diarrhea 5 


masked to a certain extent by the edema. In the untreated 
patients edema was always severe, involving all the 
extremities and the face. There was no clinically evident 


Ficurp 


ascites. Seven of the patients had the rounded fullness of 
the cheeks designated “moon-face”. Three patients had 
severe emaciation with considerable loss of subtutaneous 
fat. The muscles were weak and thin, and most. of the 
children had insufficient strength to sfand. Peevish mental 
apathy, a characteristic of the disease, was absent in some; 
this could be attributed to the treatment these children 


had received for some days in the hospital. 
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, Among the patients with skin lesions only two had the 
characteristic crazy-pavement or enamel paint dermatosis 
(Figure III). One patient had flexural fissures over both 
the groins. The other three patients had scaly dermatosis 
involving the trunk and legs. In all except the youngest 
patient there was some alteration of the hair of the scalp. 


In the majority, the hair was thin and sparse. In a few, - 


brownish discoloration was also noticed. Though the 
practice of dyeing the hair brown is popular in the Terri- 
tory, the dyspigmentation observed was not artificial. 
However, the history, of onset of hair changes was very 
difficult to obtain, the answer invariably being that the 
condition of the hair had been the same since birth. 
Cutaneous.depigmentation of various grades was present 
in all cases, and in a few it was so severe as to give a fair 
appearance to the patient’s skin. 


Ficure III. 


Signs of vitamin B complex deficiency in the form of 
oro-lingual lesions were present in only two patients, while 
none showed ocular signs of hypovitaminosis A. The spleen 
was enlarged in four patients, and two had associated 
hepatomegaly. 

Microscopic examination of the stools revealed the 
presence of fat globules in two out of three cases. Ova of 
Ascaris lumbricoides were found in one. Histological 
examination of the liver biopsy material revealed large 
pale liver cells with abundance of glycogen in all speci- 
mens. There was mild fatty vacuolation in one, while a 
mild increase in interstitial fibrils with prominent Kupffer 
cells was seen in the other two. 


The clinical features described above show a similar 
pattern to those of kwashiorkor described in other parts 
of the world. The generally poor nutritional status of the 
New Guinea native is recognized, and his diet is known to 
be lacking in proteins, both in quantity and in quality. 
This inadequate intake of protein is known to operate with 
a bias against the nutritionally vulnerable sections of the 
population, particularly the actively growing infants and 
children. Hence it is not surprising that the disease 
occurs in the Territory of New Guinea. 


Though a vast amount of literature has accumulated 
regarding the clinical features, there is still no unanimity 
of opinion as to the minimal diagnostic criteria. The 
fundamental clinical characteristics are evidence of the 
intake of a protein-deficient diet, severe retardation of 
growth during late breast-feeding, weaning and post- 
weaning periods, edema and pronounced lassitude and 
apathy. These features are common to all clinical descrip- 
tions of the’ syndrome from various parts of the world. 
Patients exhibiting these signs and symptoms are 
invariably seen to possess one or more of the associated 
manifestations—dermatosis of varying types, alimentary 
disorders such as anorexia, diarrhea and steatorrhea, 
hepatomegaly, and so on. These secondary features, though 
characteristic, are not essential components of the clinical 


picture. They vary from region to region, depending on the 
nature of such superimposed factors as secondary vitamin 
deficiency, infections and infestations. 


It is not possible to state the magnitude of the problem 


. of kwashiorkor in the Territory of New Guinea and Papua, 


since the present report is based on cases encountered in 
the hospitals of four different areas. The extent of the 
problem could be assessed only by a nutrition survey cover- 
ing widespread areas of the Territory, particularly areas 
Jike Chimbu, which are thickly populated. 


Summary. 


The occurrence of kwashiorkor in children of Papua and 
New Guinea is reported. The clinical picture of the disease 
as seen in the Territory is briefly described. 
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Reviews. 


Textbook of Urology. By Victor F. Marshall, M.D., F.A.C.S.; 
1956. New York: Paul B. Hoeber, Incorporated. 94” 63”, 
pp. 280, with illustrations. Price: $5.50. 


With the laudable intention of replacing didactic under- 
graduate lectures, Victor Marshall has published a ‘“Text- 
book of Urology”. It is obvious that a series of clinical 
demonstrations is a necessary adjunct, as the book deals 
mainly with broad principles. Thus there is proper and 
adequate stress on the malevolent twins of urology, obstruc- 
tion and infection, but there is little specific detail of their 
management. The whole of operative urology is covered in 
36 pages, the interpretation of “radiograms” in five pages, 
and cystoscopic findings in a few lines. It is pointed out 
that to acquire skill in such things “thoughtful practice has 
no substitute’. This is true, but it limits the use of such a 
book to schools which provide scope for similar clinical 
tuition. However, the principles laid down are sound and 
generally conservative, and although the illustrations are 
rather over-simplified line drawings, the printing is clear 
and the English readable. 


There is insufficient detail of either diagnosis or treatment 
for this book to have a wide appeal in the undergraduate 
schools in this country. 


\ 


The Physician and the Law. By Rowland H. Long, with a 
foreword by Milton Helpern, M.D.; 1955. New York: 
298. Price: $5.75. 


In this book the author has concentrated a tremendous 
amount’ of material which is logically and conveniently 
arranged and expressed in pleasant style. 

A good deal of it is only of academic interest to the local 
reader, since careful regard is had to particular legislation 
in the United States. Examples of this are the references 
to the New York Civil Practice Act providing for privilege 
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of communication between doctor and patient and special 
legislation as to limitation of action. - Further, the Aus- 


tralian practitioner could not treat many of the chapters, 
valuable as they are, as a substitute for such of the great 


reference works as Taylor’s “Principles and Practice of 
Medical Jurisprudence”. 
The scope of the book is stated by the author as intended 


“to afford the practising physician some knowledge of the 
rules of law which govern his conduct in the physician- 
patient relationship; to hold the physician who has to appear 


in Court as witness in a case in which it is necessary to - 


prove facts relating to injury, disease, and the cause or 
relationship between disease and death”. 


The author is to be congratulated in particular on the 


manner in which he has collected a great number of cases 
iliustrating the problem of professional negligence—“mal- 
practice” as he calls it—in which breach of duty is con- 
sidered in detail under such headings as diagnosis, the 
failure to make use of the X ray or the ophthalmoscope, 
shock therapy, the use of known remedies and vicarious 
liability. 

Special reference should also be made to the chapters on 
the causes of sudden and unexpected natural death and 
blood group tests and blood transfusions. 


The Doctor in Personal Injury Cases. By Harold A. 


Liebenson; 1956. Chicago: The Year Book Publishers, 
Incorporated. 43” x 7”, pp. 131. Price: $4.00. 


TuHIs little book is concerned with some of the matters 
considered more elaborately by Roland H. Long in “The 
Physician and the Law”, reviewed above. 

One of the purposes of the book is to emphasize the 
importance of the doctor’s role in personal injury cases 
where the “patient-litigant” places all his faith in his 
physician and his lawyer “and they represent hope and 
- courage to him”. Drawing on his experiences in litigation, 
‘the author has written this book as the practical offer of 
valuable advice to the practitioner who goes to court infre- 
quently, as distinct from the expert who specializes in 
testifying in this sort of action. 

Some of it may seem more elementary than it really is, 
but the author has deliberately and successfully indicated 
those matters which are of the greatest importance and 
which, if kept in mind, assist both the administration of 
justice and the doctor himself for whom the duty to give 
evidence is rarely attractive. 


The Medical Annual: A Year Book of 


titioners’ Index. Edited b sir “‘Tiay, KBE, 


M.A., M.D. Once}, F.R.C.P., and R. Milnes Walker, 
M.S. (Lond.), ar; 1956. Bristol: John 
3” x 53”, pp. 616, with 37 


For a great many medical practitioners the Medical 
Annual needs no introduction or commendation. It is in its 
seventy-fourth year, and so for several generations the 
“Medical Annual habit” has kept its medical readers up to 
date. Of primary interest to general practitioners, it never- 
theless has something for everyone and is particularly 
acceptable to those specialists who wisely like to know what 
is going on outside their own immediate field. There must 
also be general interest in such distinctive features as the 
sections on medico-legal matters, on veterinary medicine in 
relation to human medicine and on vital statistics, and in 
the special articles, -which in the current volume deal with 
advanced cancer, hormone therapy for cancer, immunization 
against poliomyelitis and steatorrhca. The current litera- 
ture in the wide variety. of other subjects is reviewed in 
alphabetical order, with specially full treatment of certain 
subjects, including geriatric medicine, the treatment of the 
nephrotic syndrome and otosclerosis. The high standing of 
the forty-five contributors to this Volume gives it a status 
derived from the best in British medicine. Additional useful 
features are the practitioner’s index to the recent pharma- 
ceutical and dietetic preparations, medical and surgical 
appliances et cetera, and the list of English and American 
medical books and new editions published at the past 


months. 


Dental | Health. Edited by Professor H. H. Stones, M.D., 
51 in colour. Price: 10s. 64. _ 


THIS little book, which is sponsored by the Dental Board 
of id United Kingdom, has been prepared under the editor- 


ship of H.-H. Stones, who is a Professor of Dental Surgery 
and Director of Dental Education in the University of Liver- 
pool. Of his five collaborators, four are eminent in the field 
of dentistry and one is a professor of child health. The book 
is stated to be designed primarily for school masters, school 


- mistresses and those who are training to enter the teaching 


profession, but the authors have sought to present an 
authentic survey of their subject that will meet the require- 
ments of all who are interested in oral hygiene, simplifying 
its technicalities by means of abundant diagrams and a full 
glossary of terms. There are four chapters. The first is on 
the anatomy and physiology of the teeth and gums, which it 
describes in considerable detail with’ the aid of striking 
diagrams and coloured photographs. The second chapter is 
short and deals briefly with diet and dental health. In the 
third chapter an account is given of the nature and apparent 
causes of three main types of dental diseases—namely, dental 
caries, gingivitis and pyorrhca, and malocclusion. The con- 
trol and prevention of these diseases are discussed in the 
concluding chapter. An appendix is devoted to typical 
questions and answers relating. to the teeth and their care. 
The free use of illustrations throughout the book adds to 
and elucidates the material presented in the text. We wonder 
just how many people, even school masters and school 
mistresses, will want as much detailed information as is 
given in this book, but those who do wish to have more 
here. about dental health will find it well presented 
re. 


hime (Oxytetracycline). By Merle M. Musselman, 
M-D.. with the collaboration of H. L. Davis, Ph.D., and 
W. McFadden, junior, M.D,, with the foreword 

Henry Welch, Ph.D., and "Félix Marti-IbAfiez, 
biotics Monographs, Number 6; 1966. New York: Medical 
Incorporated. 9” x 6”, pp. 144. Price: 


As one of a series of monographs dealing with the anti- 
biotics, this volume provides quite comprehensive informa- 
tion on oxytetracycline (more usually known by its pro- 
prietary name “Terramycin”). Originally produced in the 
Pfizer research laboratories and introduced to clinical prac- 
tice in 1950, this broad-spectrum antibiotic has taken its 
place in the small select group of established antibiotics. In 
addition to its therapeutic and prophylactic uses in human 
medicine, the application of oxytetracycline has spread to 
include its experimental and clinical use as a growth 
stimulant in both animals and human beings, as a food 
preservative and as a drug of ever-growing application in 
agriculture, medicated feeds and veterinary medicine. In the 
present volume Dr. Musselman first recounts briefly the 
history of the discovery of oxytetracycline and describes its 
physical and chemical properties. He then considers its 
antimicrobial activity and its pharmacology and lays down 
the basic principles in oxytetracycline therapy. The 
individual diseases in which it has been found to’be of value 
are dealt with in turn in sections on infections of the skin, 
systemic infections, surgical infections, infections of the 
nervous system, the respiratory tract, the heart and blood, 
the digestive system, the genito-urinary system, the skeletal 
system, soft tissues, and the eye, ear and nose, as well as 
dental infections. A special chapter provides information on 
combined adrenocorticoid and oxytetracycline therapy, and 
the last chapter discusses resistance and reactions to oxy- 
tetracycline... An extensive bibliography will lead the 
interested reader to the more important ‘relevant literature. 
This is only a short volume, but it contains a great deal of 
interest, especially to the clinician. Those who will take the 
small amount of time required: to read it should find it a 
helpful contribution to the sound use of a valuable and 
powerful antibiotic. 


Thiopentone and Other Thiobarbiturates. By John W. 
F.F.A.R.C.S., D.A:; 1956. Edinburgh and 
nd §. Livingstone, Limited. 84” x 53”, pp. 

319, “with Price: £1 2s, 


In the literature on anesthesia there is as yet no out- 
standing single text. Instead, and perhaps to be preferred, 
there are now quite a number of excellent small publications 
of the monograph type, notably those in the Oxford series. 
Dundee’s small volume is one with these. He is fully 
qualified to write such a book and he has done it well. 
Further there is a need for such a book on thiopentone since 
this agent now has some part in the majority of anesthetics ~ 
administered throughout the world. 

The whole subject of intravenous anesthesia is well 
covered, ranging from the pharmacology of barbiturates to 
antagonists, practical aspects, techniques, apparatus, indica- 
tions and contraindications, arterial injections and so on. In 
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addition the book contains a great deal of anesthetic 
wisdom, quite apart from intravenous anzsthesia. There 


must be few anesthetists, occasional or specialist, who could 
not profit by reading this book. 


Adverse comment is limited to a number of very obvious 


but not vital misprints. Many will disagree with Dundee’s 
recc dation of “forced” intubation for intractable laryn- 


geal spasm. Again, while rightly stressing the value of 
supplementation with other agents, he fails to deal clearly 
with the principles of supplementation. 


On the whole this volume is very good; it meets a need; 
it should be read by all anesthetists. 


The Great Temptation. By Hans Kades. Translated from 
the German by E, E, ‘Ashton; 1956. Sydney: Angus and 
Robertson, 79” x 53”, pp. 310. Price: 16s. 


RicHarD GERBRAND had little respect for a society which 
interrupted his study of medicine. to send him off to war 
and had no use for him when he returned. In Western 
Germany of the late nineteen forties there were many unpaid 
doctors, many unemployed, and many medical students like 
himself grown old, half-starved and penniless. To survive, 
that was the aim in war, often by means of audacity and a 
steady nerve, and this was the attitude Gerbrand brought 
to his post-war problems. When a war-time acquaintance 
offers the undergraduate the post of deputy chief of staff in 
a county hospital, in the belief that he is a fully qualified 
doctor, he accepts. 


This is where Hans Kades begins his novel, “The Great 
Temptation”. He proceeds to show that war had done 
something more to Gerbrand than make him cynical about 
society and its institutions. It had made him into a surgeon 
of outstanding ability. What, then, will be the attitude of 
society when the duplicity is discovered? The author holds 
the interest of his reader by posing this question, and 
concludes his novel by answering it. Whether Gerbrand 
had core to realize that the responsibilities of his profession 
go beyond technical skill is a matter for speculation. The 
attitude of his friend Dr. Riebold to certain problems of 
hospital admiaistration may have influenced the younger 
man, but if so the author does not bring out clearly the 
change of attitude or how it came about. 


Unlike so much medical fiction, this novel does not rely 
solely on the intrinsic interest of case histories and the 
outcome of. operations. The reader would be interested to 
know something about the author, but unfortunately no 
biographical detail is given. He has chosen to write of a 
situation that has serious implications for the individual and 
society. Some readers may feel that the characterization 
is too slight to bear the burden of the theme. The problem 
is stated, but the people do not come to life. 


Venous Return. By Gerhard A. Brecher, M.D., Ph.D.; 1966. 
Grune and Stratton. 10” x 64”, pp. 158. "Price 


“Venous RETURN”, by Gerhard A. Brecher, is described both 
by Wiggers in the foreword and by the author in his preface 
as a comprehensive analysis of venous return to the heart. 
It presents the results of surveying some of the literature, 
especially the more recent American literature, and of the 
author's own experiments. Two features of the author’s 
presentation are confusing. The first is that the author 
does not appear to comprehend free fall, either vertical or 
inclined, of liquid, whether in an open column or in a semi- 
collapsed vein; for example, on page 57 he states: “The 
extensive literature on the subject reveals the difficulty’ of 
recording accurately these minute pressure differences. 
Failure to detect any gradient has even led to suggestions 
that there is no pressure difference in central veins. 
Obviously this is physiologically impossible because blood 
cannot. flow without a pressure difference, whatever its 
origin, be it the vis a tergo or the vis a fronte or a com- 
bination of both.” On page 19 he writes: “It must be 
borne in mind that the force of gravity does not accom- 
plish work over a period of time just as static negative 
intrathoracic pressure due to lung elasticity is not per- 
forming work. Only a change in gravity or intrathoracic 
pressure does work which can alter bloodflow.” If his first 
statement was true, water would not flow down an open 
aqueduct where the surface is always at atmospheric pres- 
sure, and if his second statement was true hydroelectric 
power stations would not function. The other feature which 
is confusing is that,the author does not deal with the effect 
of collateral venous channels—for example, in Figure 25 the 
only explanation of the origin of curve A is that the blood 
from the normal origin of the superior vena cava is escaping 


through collaterals. To what extent, then, do collaterals 
account for the rising phase of curve A? 

Allowing for these two defects in reasoning, does the book 
set out clearly the :emainder of the problem? The author’s 
main personal contribution is to experimental analysis of 
rapid phasic flow in relationship to the respiratory and 
cardiac cycles, and the data appear to be reliable even though 
the explanation does not always appear sound. Neglect of 
much literature is not compensated for by the author’s own 
clarity of thought. It is, for instance, strange to find no 
reference earlier than 1951 to the effect of pericardial 
effusion. Cohnheim had a reasonably clear idea of this 
problem over seventy years ago. 


The book is recommended to teachers of physiology as a 
book for discussion by advanced students. 


A Synopsis of Cont y Psy ry. By George A. 
Ulett, B.A., M.S., Ph.D., Me and D. Wells Goodrich, 
M.D.; 1966. St. Louis: The C, V. Mosby Com any. Mel- 
bourne msay (Surgical), Limited 5”, pp. 
243. Price: 17s, 9d. 


Tus book of 243 pages is pocket-sized and in fairly large 
print. It contains a wealth of easily available information 
and clinical wisdom. Its usefulness is added to by refer- 
ences at the end of each section, which seem in most cases 
to be well chosen. Despite its size, much of the material 
it contains is not conveniently attainable elsewhere. Its 
approach is eclectic and reflects current American teaching. 
It is organized in accordance with the American Psychiatric 
Association classification. 

No claim is made that this is a complete text and it 
should not be taken to be such. The authors intend it to 
be a quick reference book for those actually engaged in the 
handling of patients before they have time to become 
familiar with more complete texts, and this purpose it should 
fulfil admirably. * Medical students would probably find it 
fairly heavy going on its own, but would find it very useful 
in conjunction with one of the standard texts. 

General practitioners should find the book useful, and 
psychiatric interns should find it extremely valuable and a 
great saving in labour and in preventing sins of omission. 
Practical psychiatrists and those engaged in clinical teaching 
would find it helpful. Its form and purpose lead unavoid- 
ably to dogmatism and some over-simplification—for example, 
in discussion of schizophrenia. For all that the authors may 
be sincerely congratulated on thelr achievement. 


The Care of Young Babies. By John Gibbens, M.B. (Cam- 
bridge), R.C.P. (London), a foreword by Sir 
Robert Hutchison, M.D. twain.) F.R.C.P. (London); 
Fourth a 3966. London: J. and A. Churchill, 
”“, pp. 212, with many illustrations. 


Dr. Gibbens’s book is addressed chiefly to parents, more 
particularly to the mothers into whose hands the greater 
part of the care of the baby naturally falls. However, it 
contains a great deal of practical information which should 
be of the greatest value to medical practitioners engaged in | 
general practice or health work, and having the responsi- 
bility of dealing personally with mothers and their babies, 
to medical students and to members of the nursing profes- 
sion engaged in the care of mothers and babies. His under- 
standing of both the mother’s and the baby’s point of view 
should be of particular value for those dealing with emotional 
problems in mothers and young babies. 

The sections on prenatal care, breast feeding, nursery 
routines and growth and development contain a great deal 
of helpful and extremely practical information, as also does 
the section for fathers and husbands. This last-mentioned 
section is especially important in that it points out the 
father’s responsibility as an individual member of the family 
unit as well as the providor, and by giving him an under- 
standing of the mother’s problems, particularly in the first 
few weeks after the baby’s birth, paves the way for a 
smoothly running household and a more united family. 


In the introduction to the chapter on artificial feeding he 
wisely points out that there are numerous systems of 
artificial feeding in vogue all over the world, differing quite 
widely in theory and practice, and yet, on the whole, 
achieving much the same result for most babies, none being 
exactly suitable for all babies. He regards his own system 
set out in this book as one of those which he has found to 
produce satisfactory results in practice. 


The actual milk mixtures mentioned are not of great 
interest in this country, as most of the dried milks, at any 
rate, are not procurable here. The standard advice on 
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vitamin supplements is given and mixed feeding is recom- 
mended at four to five months. 


This is'mainly a book on infant feeding, and advice and 
information are given reasonably briefly and with great 
elarity. It is unfortunate, however, that some small but 
important matters in the chapter on prenatal care have 
not been brought up to date. Salines are recommended for 
morning sickness, and bicarbonate of soda or soda mints for 
heartburn, whereas strict control of the sodium intake is 
fundamental to the prevention of eclampsia and the control 
of preeclamptic toxemia. It is hoped that these matters 
will be the first to receive attention for the next edition. 


The Control of Disease in the Tropics: A Handbook for 
Medical Practitioners, = and W. P. H. 
Lightbody; 1956. Lond and Company, 

94” x 6%”, pp. 508, | ice: 


A NEw book on tropical hygiene is always a welcome event, 
but when written by two such experts as Davey and 
Lightbody, from the Liverpool School of Tropical Medicine, 
it is doubly so. The book by~these authors deals with the 
prevention of disease and yvimple sanitation, in a clear, 
concise and thoroughly modern manner. 


When examining a new work on the control of disease in 
the tropics one inevitably applies the touchstone of 
examining the methods advocated for the control of malaria. 


In this book malaria control is well done, and one finds. 
similar standards maintained on advice given for the control 
of other diseases. 


When we turn to the latter part of the work on sanitation, 
we find the subject dealt with in an eminently practical 
fashion. So often in similar work, the viewpoint given is 
that of a health officer in a large tropical city. The problem 
is, however, nine times out of ten, one ef a small rural 
community, ill educated, often ill fed, and certainly incapable 
of buying modern urban equipment. It is refreshing, there- 
fore, to find that the advice given on sanitation is sane, safe 
and practical. Some points of criticism could be offered, 
but the sanitation of each tropical area is a problem in 
itself, and one feels’ admiration for the way in which the 
authors have overcome this difficult problem. 

The book is well printed, adequately illustrated, and one 
which should be in the hands of every medical practitioner 
and health officer in the tropics. 


Books Received. 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“The London Medical Handbook: 1956.” London: The 
= — Druggist, Limited. 10” x an pp. 156. 
ce: 10s. 6d. 


Essentially a list of current proprietary preparations. 


“The Infantile Cerebral Palsies”, 4 Birene Collis, W. R. F. 
Collis, William Dunham, L. T. Hilliard and David Lawson, 
with a foreword by Sir Francis Walshe; 1956. London : 
William Heinemann (Medical Books), Limited. 83” x 5%”, 
pp. 112. Price: 15s. 


The pooled views of five people of experience in this field. 


The new “Commonsense About Sex”, by Leonora arte 
1956. London: Victor Gollancz, xX 96. 
Price: 10s. 

For young people. This is a completely new version of a 
book which previously went into eleven editions. 


“Heart Sounds, Cardiac Pulsations, and Coronary Disease”, 
by William Dock, M.D.; Porter Lectures, Series 21; 1956. 
Lawrence: University of Kansas Press. 83” x 5%”, pp. 110, 
with illustrations. ice: $2.50. 


Three lectures given at the eden amas of Kansas in 1955. 


“The Complete Cookery Book for Diabetics”, by Iris Holland 
Rogers; 1956. London: H. K. Lewis and Company, Limited. 
83” x 58”, pp. 116, with ‘21 ilustrations. Price: 5s. 


This book emanates from the British Diabetic Association. 


“The Visual Fields:. A Textbook and Spex of anne 


Perimetry”, by David O. Harrington, A. 
1956. St. Louis: The C. V. Mosby Company. Melbourne: W. 
Ramsay (Surgical), Limited. 10” 7”, pp. 327, with 234 
illustrations and nine colour plates. Price: £8 16s. 


Based on twenty years’ experience’in the teaching of 
perimetry to graduate students of ophthalmology, neuro- 


surgery and neurology. 


“Clinical Examinations in pag by James A. Bastron, 
/e Reginald G. Bickford, M.B., R. Brown, M.D., Edward 

Clark, M.D., Kendall B. David D. Daly, M.D., 
Lee M. Eaton, M.D., Norman P Goldstein, M.D., Edward H. 
Lambert, M.D., Clark H. Millikan, M.D., Donald W. Mulder, 
M.D., Harry L. Parker, M.D., E. Douglas Rooke, M.D., Joseph 
G. Rushton, M.D., Robert ’G. Siekert, M.D., and. Jack Mg 
Whisnant, M.D.; 1956. Philadelphia and London: W. 
Saunders Company. Melbourne: W. Ramsay (Surgical), 
imited. 934” x Pea”, pp. 388, with 76 figures. Price: £3 15s. 


“A factual outline of the practical components of the 
neurologic examination.” 


“Pulmonary Emphysema”, edited Alvan L. Barach, M.D., 
and Hylan A. Bickerman, M.D.; 56. London : Bailliére, 
Tindall and Cox. 93” x 63”, pp. 555; ‘with illustrations and 


tables. Price: $10.00. 

One of the special objectives has been an attempt to 
establish the continuous inhalation of oxygen as among the 
most valuable of the agents available in the treatment of 
emphysema. There are 18 contributors. 


“The Medical Clinics. of North America”, Philadelphia 
number, with 20 contributors ; November issue ; 1956. Phila- 
delphia and London B. Saunders Company. eaisoatae: 
W. Ramsay (Sur ais Limited. 9” x 6”, pp. 313, with illus- 
trations and tables. Price: Paper binding, £6 15s.; cloth 
binding, £8 2s. 6d. 

A symposium on the eye, ear, nose and throat for the 
general practitioner. Subjects of articles are the functional 
examination of the eye, first aid in eye injuries, inflammatory 
conditions of the lids and conjunctiva, arteriosclerosis of the 
intraocular blood vessels, ocular diabetes, strabismus, corneal 
disease, uveal tract disease, ocular surgery, allergy of the 
nose and paranasal sinuses, hoarseness, non-tumorous 
lesions of the mouth, tonsils and adenoids, poliomyelitis and 
tonsillectomy, hearing loss, tinnitus, vertigo and modern 


medication in oto-laryngology. 


“Mental Health and Education in Hong Kong”, by K. B. 
Priestley, M.A. (Oxon.), and Beryl R. Wright, B.Ec. (Sydney) ; 
1956. London: Geoffrey Cumberlege, Oxford University Press. 


7k” x 5”, pp. 104. Price: 14s. 34. 
The authors are a professor of education and a lecturer 
in educational psychology. 


“Pediatric Clinics of North America: Symposium on the 
Child’s et November issue; 1956. Philadelphia and 
London: W. B. Saunders Company. Melbourne: W. Ramsay 
(Surgical), Limited. 9” x 6”, pp. 300, with illustrations. Price: 

15s. per annum. 

Contains articles on the mouth of the newborn, examina- 
tion of the mouth, oral infections, oral neoplasms, trauma 
in and about the mouth, clinical problems related to the 
tongue, salivary gland infection, the pediatrician’s respon- 
sibility in dental examination, caries control, the orthodontist 
and the pediatrician, the fractured incisor, cleft lip and 
cleft palate, and psychological and psychophysiological 
aspects of oral activities in childhood. 


“British Medical Association Year Book, 1956-1957”; 1956. 
London: British Medical Association. 73” x 5”, pp. 227. 

The annual publication providing all important informa- 
tion about the British Medical Association. 


in Mental Illness’, by: Wane E. Oates; 
1957. : George Allen and Unwin, Limited. 8” x 53”, 
pp. 255. een, 16s. 

The author aims to interpret the religion of the mentally 
ill as nearly as is possible from the patient’s point of view, 
to provide through this interpretation another basis of 
communication between ministers, psychiatrists and social 
workers, and to contribute to the psychological under- 
standing of religion itself. : 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given: surname of author, initials of author, year, full 
title of article, name of journal, volume, number of first page 
of the article. The abbreviations used for the titles of 
journals are those adopted by the Quarterly Cumulative 
Index Medicus. If a reference is made to an abstract of a 
paper, the name of the original journal, together with that 
of the journal in which the abstract has appeared, should be 
given with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE NATIONAL HEALTH SERVICE OF GREAT 
BRITAIN. 


THE first part of the report of the Ministry of Health of 
Great Britain, for the year ended December 31, 1955, has 
been published.1_ The report was presented by the Minister 
of Health to Parliament by command of Her Majesty in 
September, 1956. In accordance with our usual custom, 
we propose to examine only that portion of Part I of the 
report which deals with the National Health Service. In 
his foreword to the report, the Minister for Health, Mr. 
Robert H. Turton, writes in an enthusiastic fashion. ‘He 
states that every day, some two million people are making 
use of the National Health Service in one way or another, 
and that there is hardly a home in the land that does not 
rely upon it in time of crisis. The Minister states that 
however the Service is organized, so long as there has to 
be a limit upon the financial resources available, the 
Minister will not be able to do at once all the things that 
need to be done. He therefore thinks it is necessary to 
lay down certain “priorities”. He names three. The first 
is to bring existing hospitals to a satisfactory standard 
and to provide, as far as possible, new accommodation, 
as and where it is needed. The second priority is to ensure 


1“Report of the Ministry of Health for the Year Ended 31st 
December, 1955”, Part I: I. The National Health Service 
(including a chapter on international health). II. Welfare 
‘ood and Drugs, Civil Defence. 1956. London: Her Majesty’s 


_ Stationery Office. 93” x 6”, pp. 272. Price: 9s. net. 


that the mental health services with a high proportion of 
out-of-date buildings receive a proper share of the new 
construction and the resources available. The last priority 
is to tackle the problem of making adequate provision for 
the care of old people. He insists that the success of the 
Health Service “depends not only on the skill of our 
professional men and women, but also upon the public 


spirit of contribution, both of voluntary organizations and 


of men and women serving on the boards, council and 
committees, to help to administer it”. Perhaps it may be 
as well at this point to state that although the skill of 
professional men and women is necessary, the exercise of 
this skill will depend in no small measure upon the degree 
of contentment under which these professional persons 
have to work. Here may be recalled the statement made 
by T. F. Fox, in The Lancet of October 30, 1956, and quoted 
in a leading article in this journal on December 29, 1956, 
to the effect that the National Health Service of Great 
Britain is “a new and important social experiment”. He 
describes it as “a nationally organized service, whose 
professional members can go on working, almost as though 
they were independent professional people’. He thinks 
that if what he calls the experiment succeeds, it will be 
looked on as a demonstration that “the people can be paid 
out of public funds without changing their loyalties or 
their manner of work and without becoming subordinate 
officers of the administration’. Here is justification, if 
any is needed, for extended reference to this report of the 
Ministry of Health. 


The total cost of the National Health Service for 
England and Wales in the financial year ended March 31, 
1955, was about £495,000,000. Some part of the cost was 
met by rates, levied by local authorities for local health 
authorities’ services, by charges to persons using the 
services, by superannuation contributions, and by a trans- 
fer by the National Insurance Fund, but nearly four-fifths 
of the entire cost, amounting to some £388,000,000, was 
met by the Exchequer out of moneys voted by Parliament. 
The total cost for the service was about £22,000,000 more 
than in the previous year. There were increases in the 
costs of most services, particularly the hospita! and 
specialist services, and this increase was due both to 
rising prices and to increased use. Actually, the net 
expenditure on the National Health Service vote repre- 
sented a saving of some £203,000 on the estimated cost. 
In the chapter on hospital and specialist services some 
interesting information is included. Once again there is 
reported a substantial reduction in hospital waiting lists, 
from 474,000 at the end of 1954 to 453,000 a year later. 
This figure is 25,000 less than the lowest in any year since 
the beginning of the National Health Service. This must 
be regarded as satisfactory, though, of course, the reduc- 
tion has not been uniform. By far the largest reduction 
took place among those waiting for tuberculosis treat- 
ment—54% as compared with the numbers for the previous 
year. In most areas there is no longer a real waiting 
list. It is noted that the number of in-patients and out- 
patients continues to increase, and as in the previous years 
the reduction in the waiting list can be attributed only 
to an improved use of beds and other resources available. 
At the end of the year, the number of staffed beds avail- 
able for patients was almost exactly the same as at the 
end of 1954, and the only explanation of the increased 
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number of patients treated is that there were more patients 
per bed during the year. In mental hospitals, although 
the number of beds increased by 1000 during the year, the 
number of patients discharged increased by a greater pro- 
portion, so that the same ar.nciple applies here as to 
the in-patient beds generally. The total number of new 
patients attending out-patient departments in 1955 dropped 
from 11,366,000 to 10,595,000. The number of attending 
consultative clinics went up by nearly 75,000, and the 
reduction in the total is accounted for by a 20% drop in 
the number attending casualty departments, but the reason 
for this, we are told, is not yet clear. 


The matter of capital expenditure is discussed. It is 
pointed out that although during 1955 the first major new 
hospital building programme since the war was announced 
covering the years 1955-1958, in the year 1955-1956, the 
capital allocation to the hospital service remained as for 
the previous year at £10,000,000. This meant that with 
rising costs, rather less work could be done. The major 
projects to be undertaken in the building programme have 
been selected from schemes to the total value of 
£70,000,000, submitted by hospital boards, which in turn 
were only the most urgent among many waiting to be 
done. The programme can therefore “only be regarded 
as a modest start towards overtaking the arrears of capital 
expenditure in the hospital service”. It is pointed out, 
however, that after sixteen years, during which scarcely 
any major works had been put in hand, this represents a 
most important new development. One new feature of the 
building programme is surely worthy of emulation. 
Hitherto, allocations have been made for one year only; 
the new programme covers two years and has been 
announced a year in advance. This, we read, should make 
capital budgeting easier and introduce a valuable element 
of flexibility. 


Now let us look at the sections headed “General Medical 
Services”, in which are mentioned the structure of general 
practice, and general matters affecting practitioners such 
as remuneration, economy in prescribing and so on. To 
begin with, there is a reference to the Minister’s appraisal 
of the general medical services in 1955. The Minister took 
two main themes—“the welcome dévelopment of active 
co-operation by the representatives of the medical (and 
dental) professions in improving the services, and the 
steady welding together of the Service at all levels”. During 
the year 1955 the number of admissions to the medical 
lists was 990. The number of deletions was 734 and there 
was thus a net increase of 256. (Australian practitioners 
are, we take it, aware that general practitioners have to be 
“admitted” to the Health Service and that control is 
exercised over the places at which they may practise.) 
Of those admitted, 606 entered into partnerships, including 
227 assistants who joined their former principals’ staff. 


On July 1, 1955, there were 6715 practitioners practising — 


single-handed and providing unrestricted medical services. 
This figure represented a decline of 2-67% and 3-47% in the 


two previous years respectively. This is regarded as: 


suggesting that the gradual movement away from single- 
handed practice has continued, although the rate of move- 
ment is now slackening. On July 1, 1955, there were 
12,068 doctors practising in partnership, an increase of 
485 on the number so practising one year previously. 
The south of Engiand is still the most popular among 


medical practitioners; next in order of popularity are the 
midlands, the north of England and Wales. We are told 


that the distribution of doctors in relation to the number | 


of patients is “improving satisfactorily”. In one table 
are shown the number of patients on doctors’ lists in 
Executive Council areas and the percentage on lists of 
various sizes. Thus in the whole of England the patients 
on the lists number 40,436,714; 47% were on lists of from 
1 to 2500; 26% were on lists of 2501 to 3000; 27% were on 
lists of over 3000. The reference to remuneration is 
scanty; the points mentioned include inducement pay- 
ments, supplementary annual payments, initial practice 
allowances and the central pool. ‘ 


From this short reference to the report it would appear 
that from the departmental point of view “everything in 
the garden is lovely”. But is it?- At the outset of this 
discussion reference was made to the need for contentment 
among those doing the work of the service. Reference 
was also made to the view that the service was a “social 
experiment”. Australian members of the British Medical 
Association will do well to bear these considerations in 
mind and to read carefully the leading article in the 
British Medical Journal of December 15, 1956. Here it is 
made quite clear that medical practitioners in Great 
Britain are far from content. The medical profession is 
stated to be “in the grips of a bureaucratic machine 


notorious for its lack of imagination and remoteness from - 


the hard daily experience of men and women who spend 
their lives working with the people’. Correspondence 
shows that “dissatisfaction with the National Health 
Service as it is to-day is as great as the grievance over 
pay”. The “breach of faith” by the Government over the 
Spens report is stated to go to the core of the relation- 
ship between medicine and the State. The plea of the 
British Medical Journal is for “unity of purpose” among 
practitioners of the Old Country. Fortunately in Aus- 
tralia we have no need to make such urgent pleas for 
unity. But we have to be always on the watch for factors 
likely to diminish our cohesion. The main lesson to be 
learned from this report of the Ministry of Health is that 
the opinions of the government department and of the 
practising members of the profession are anything but 
identical. In Australia we need-to be continually on guard 
lest some new and unthinking government: strive to place 
us “in the grips of a bureaucratic machine” comparable 
to the British Service. Our bulwark is the British Medical 
Association, and in the watch tower stands our Federal 
Council. 


Current Comment. 


DRUG THERAPY OF HYPERTENSION. 


THE vexed question of drug therapy for hypertension, 
especially the indications and contraindications for anti- 
hypertensive drugs, is discussed helpfully by John H. 
Moyer’ in a paper presented at the annual meeting of the 
American Medical Association last year. Moyer states that 
the chief indication for the use of antihypertensive agents 
is a significant elevation in diastolic blood pressure, par- 
ticularly if there is evidence of vascular deterioration; 
and there are few if any absolute contraindications to this 
rule. A large group of patients with all grades of severity 


i Arch. Int. Med., October, 1956. 


_Marcu 2, 1957 


THE MEDICAL JOURNAL OF AUSTRALIA 


283 


of hypertension was observed by Moyer over a period of 
six years. The data reported indicate that both objective 
and subjective manifestations were relieved greatly by 
antihypertensive therapy, regardless of the therapeutic 
programme employed. Some patients were treated with 
rauwolfia alone, others with rauwolfia and hydralazine, 
ethers with rauwolfia and pentolinium, and some with 
rauwolfia and mecamylamine. Moyer points out that severe 
hypertension is a notorious cause of progressive detériora- 
tion of the vascular systems in the brain, heart and 
kidneys; and consequently the patient with malignant 
hypertension usually dies of cerebral hemorrhage, coronary 
occlusion, heart failure or progressive renal failure. The 
last can be the most devastating, and the most difficult to 
treat, of all complications. However, if treatment is 
carried out early and effectively, such complications can 
often be prevented, even after the onset of the malignant 
phase of the disease. The prognosis deteriorates consider- 
ably after severe renal damage has occurred, and the 
higher the blood urea nitrogen content prior to treatment, 
the less effective is the therapy. : 

Moyer goes on to refer to the many pharmaceutical 
agents now available which act upon the autonomic nervous 
system to block impulses travelling from the brain to the 
small blood vessels throughout the body. These compounds 
make it possible to reduce the blood pressure in nearly all 
patients, regardless of the degree of elevation or the under- 
lying cause. This is accomplished by depressing the 
number of vasoconstrictor impulses which reach the blood 
vessels via the sympathetic nervous system. Drugs avail- 
able for this purpose can be divided into several groups: 
centrally acting agents, such as the rauwolfia compounds 
and hydralazine; ganglion-blocking agents, such as hexa- 
methonium, pentolinium and mecamylamine; peripherally 
acting agents, such as phenoxybenzamine (“Dibenzyline”). 
According to Moyer, the severity of the increase in diastolic 
blood pressure is the most important single finding to 
guide the therapeutic programme, since this can be treated 
effectively in virtually all patients who have not already 
developed renal decompensation. The more numerous and 
the more severe the complications associated with the 
hypertensive vascular disease, the more urgent is the neces- 
sity to start effective therapy. Patients with milder disease 
are started on rauwolfia alone; if they are unresponsive 
to this agent, hydralazine or a ganglion-blocking agent 
may be added, depending on the urgency for reduction of 
blood pressure. Rauwolfia has a stabilizing effect on the 
blood pressure; this is noticed when the results from 
rauwolfia plus ganglion-blocking agents are compared 
with the results from ganglionic blocking agents alone. In 
the treatment of the patient with severe disease, rauwolfia 
is given initially and followed within several days by a 
ganglion-blocking agent. Moyer’s experience indicates 
that neither veratrum nor hydralazine is beneficial to 
patients with severe hypertension. 


The blood urea nitrogen content is considered by Moyer 
to be the most valuable laboratory aid in guiding the 
therapist concerning the degree of blood pressure reduction 
which will be tolerated by the patient with preexistent 
renal damage. The greater the elevation of blood urea 
nitrogen content, the less effectively the blood pressure 
can be reduced. The blood pressure should always be 
regulated with the patient in the upright position. When 
the blood urea nitrogen content is rising, the blood pres- 
sure cannot be reduced further. Moyer quotes the clinical 
notes of a patient to illustrate the fact that even in a 
patient suffering from primary renal disease with hyper- 
tension secondary to it, benefit can be achieved from 
effective antihypertensive therapy. Another case is quoted 
to illustrate that a patient with nephritis, who develops 
severe hypertension with aggravation of the renal damage, 
will benefit from antihypertensive therapy; the degree of 
blood pressure reduction that these patients will tolerate 
is dependent on the degree of renal decompensation. 


Patients with heart failure usually improve a good deal 
with effective reduction in blood pressure, particularly with 
the use of ganglion-blocking agents. In this series of 
patients under review, 65% of those with heart failure 
showed improvement after institution of therapy with 


rauwolfia and pentolinium, and 81% with heart failure 
improved when treated with rauwolfia and mecamylamine. 
Moyer states that very frequently patients who have 
become resistant to diuretics and digitalis therapy respond 
adequately after effective.blood pressure control is achieved 
with ganglion-blocking agents plus rauwolfia. However, 
rauwolfia alone and in combination with hydralazine exerts 
relatively little beneficial effect in this respect. The com- 
bination of rauwolfia and ganglion-blocking agents is 
very effective in patients with angina pectoris, when the 
angina is secondary to the hypertension. At least two- 
thirds or more of the patients show improvement up to 


‘complete relief of this symptom. Patients with angina 


pectoris or coronary artery disease should not receive 
hydralazine without the concurrent use of rauwolfia; 
hydralazine stimulates the sympathetic supply to the heart 
and causes a sharp increase in cardiac output, thus pro- 
ducing coronary insufficiency. The cardiac effect of hydral- 


_ azine is blocked in many patients if they are given 


rauwolfia for one or two weeks before the hydralazine is 
administered. Cerebro-vascular disease is not a contra- 
indication to antihypertensive drugs. If care is exercised 
in dosage in patients with cerebro-vascular disease, and 
excessive reductions of blood pressure are avoided, cerebral 
ischemia and insufficiency do not become a problem. The 
elderly hypertensive should be managed just as the younger 
patient; and when the diastolic blood pressure is elevated, 
this should be treated. The clinician can expect about the 
same response in these patients as in the younger patients 
with hypertensive vascular disease. The problem of treat- 
ment of patients with systolic hypertension without con- 
current diastolic rise is still debatable, and is one which 
Moyer does not feel qualified to discuss. 

For treatment of hypertensive emergencies Moyer states 
that reserpine, in adequate parenteral dosage, is probably 
the most useful antihypertensive agent available. There is 
a latent period of about one to two hours before the blood 
pressure decreases after either intravenous or intra- 
muscular administration. If immediate reduction of blood 
pressure is required, a more rapidly acting drug is 
indicated; in these circumstances a ganglion-blocking 
agent or a veratrum extract may be used initially, the 
reserpine being administered at the same time for its long- 
verm effect. After the initial reduction in blood pressure 
with the ganglion-blocking agent the patient can usually 
be maintained with parenteral reserpine therapy alone. 
The response to parenteral administration of reserpine has 
peen studied in hypertensive emergencies associated with 
(a) severe essential hypertension, (b) toxemia of preg- 
nancy, and (c) severe hypertension of renal origin, such 
as that associated with acute nephritis and renal vascular 
occlusion. The results achieved in these cases indicate 
that reserpine given parenterally is a relatively potent 
antihypertensive agent; few hypertensive patients do not 
obtain a significant reduction in blood pressure. The anti- 
hypertensive effect is manifested in the recumbent as well 
as in the upright position, an attribute of considerable 
importance to the acutely ill and bed-fast patient. The 
slow decrease in blood pressure, plus the relatively rare 
instances of excessive reduction, permits effective and safe 
therapy without particularly close supervision by medical 
and nursing personnel. Treatment of hypertensive emer- 
gencies by parenteral administration of reserpine seems 
to be most useful on~a short-term basis; after this the 
therapy can be changed to effective medication given orally. 
Hydralazine is of limited value for the treatment of hyper- 
tensive emergencies, and its use is confined primarily to 
acute glomerular nephritis and toxemia of pregnancy. In 
these entities it presents some specificity of action. The 
best results are obtained when this drug is used in con- 
junction with reserpine and given parenterally. While 
patients will respond to reserpine alone, hydralazine should 
be added to the regimen when a more rapid effect is 
desired and/or when a greater fall in blood pressure is 
needed. Furthermore, reserpine counteracts the tachy- 
cardia of hydralazine and aids in maintaining the normo- 
tensive state as well as in providing sedation. When 


reserpine is ineffective in patients other than those with 
primary renal disease, a ganglion-blocking agent, such 
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as hexamethonium, pentolinium or mecamylamine, should 
be used either alone or in combination with reserpine. 
When given intramuscularly, the drugs are safe and usually 
effective therapeutic agents, and the danger of excessive 
reduction in blood pressure is not-a problem. As soon as 
the hypertensive emergency is under control, the patient 
should be started on oral therapy. Care must be exercised 
in reducing the blood pressure in patients with renal 
failure, lest the renal function be impaired further. A 
systolic blood pressure of 170 to 180 millimetres of mercury 
seems to be a safe level. If the blood pressure is reduced 
excessively, glomerular filtration rate in the kidneys 
becomes greatly depressed; but if this occurs, it can be 
corrected by the administration of a vasopressor agent 
such as arterenol (norepinephrine) or any other available 
vasopressor agent which can be given intravenously or 
intramuscularly. Moyer points out that veratrum extracts 
are the most potent antihypertensive agents available 
today, and it is rare that a patient will not respond to 
these drugs given parenterally; but -because of their 
potency and the difficulty of regulation of the blood pres- 
sure with them, they should be used only for those patients 
who do not respond to simpler methods of treatment, 
Another effective adrenergic blocking agent is phenoxy- 
benzamine, which can be given intravenously; but because 
of the complete blockade produced by this drug, so that 
vasopressor agents are ineffective, it is generally inadvis- 
able to use this blocking agent by the parenteral route. 


NORMAL GESOPHAGEAL MOVEMENTS. 


In recent years, interest in disorders of csophageal 


motor functions has been reactivated and work done in 


attempts to clarify them. -F. J. Ingelfinger’ critically 
reviews much of this work. The crux of most remaining 
problems is the lower third of the swallowing tube. It 
seems well established that normally a bolus may travel 
from the oro-pharynx to the level of the inferior 
esophageal sphincter by the expulsive effect of pharyngeal 
muscles alone with or without the aid of gravity. There 
it rests in a part called by W. Lerche? the ampulla. This 
is normally followed by a wave of constriction starting 
above, affecting eight centimetre segments and travelling 
at two to three centimetres per second, called primary 
peristalsis. This term has been attacked semantically, as 
there is no active esophageal relaxation below the con- 
stricting wave; however, food travelling before this wave 
does not raise the pressure. The wave 


travels the whole length of the tube; and when it reaches _ 


the ampulla, the inferior esophageal sphincter opens and 
the wave ceases. The bolus passes into the distal end of 
the tube called the vestibule and drains slowly from this 
part into the stomach, perhaps aided by the weak con- 
tractile motions which occur at vestibular level. Secondary 
peristalsis may occur. This is a wave exactly similar to 
the primary one, save that it is initiated not by swaliow- 
ing, but by food in the esophagus, by material regurgitated 
from the vestibule or the stomach, or by balloon distension 
of the esophageal wall. Rapid successive swallowing is 
effected purely by oro-pharyngeal pressure, with or without 
gravity, as there is total inhibition of csophageal and 
vestibular movement. These normal movements depend 
upon intact cholinergic nervous.mechanisms. The sympz- 
thetic system plays no part. Reverse peristalsis does not 
occur, but non-propulsive spasms may occur, in the whole 
or in a part, which force food in either direction. 


The vestibule is a functional entity lying between the 
inferior esophageal sphincter and the cardio-esophageal 
junction. The part above the diaphragm is lined by 
stratified squamous epithelium, and that below by gastric 
type mucosa which lacks peptic and oxyntic cells. This is 
perhaps why reflux from the ampulla and the vestibule, 
which is a fairly common normal fluoroscopic finding at 
the end of swallowing, has little ill effect. Reflux from 


1“Advances in Internal Medicine”, 1956, 8:11. 
“a Esophagus and Pharynx in Action”, Thomas, Spring- 


the stomach in normal subjects is uncommon. The phrenic 
ampulla of the radiologist would include Lerche’s ampulla 
plus portion of the vestibule. 

What is the “cardiac sphincter’? The premise is that 


‘there must be some mechanism which interferes with 


reflux from the stomach; otherwise every time gravity 
overcame the effect of the pleuro-peritoneal pressure 
gradient, as when the subject is supine, reflux would 
occur; but it does not. Gastro-esophageal reflux is a 
fickle phenomenon to study, as it may not occur on 
specific testing even though the mechanism is incompetent. 
On full inspiration a pleuro-peritoneal gradient of between 
10 and 25 millimetres of mercury may be produced, but 
it is not maintained if the breath is held. B.. Creamer’ 
found a consistent pleuro-peritoneal gradient whether his 
patients were toe-touching, standing or supine. The great 
majority of investigations have found no anatomical 
evidence of sphincter valves. Three mechanisms have 
some evidence in their support: (@) the effect of the 
diaphragm as a pinchcock, (b) valve-like mechanisms, (c) 
intrinsic sphincter (functional). 

‘A sling derived chiefly from the right phrenic crus 
provides the main support for the csophageal hiatus. 
Fluoroscopically, the esophagus is found to contract above 
the diaphragm during active inspiration, but charac- 
teristic intraabdominal pressures can be recorded between 
constriction and diaphragm in this phase. In a frankly 
herniated stomach constriction appears above the 
diaphragmatic shadéw in inspiration. Surgeons differ on 
the pinching off of the finger held in the esophagus during 


_inspiration at operation. Even more vexed is the role of 


the diaphragm in preventing reflux. In one of the few 
studies directed specifically to this point, the evidence is 
interpreted as showing that reflux occurs only in inspira- 
tion when phrenic effect should be maximal. Demonstra- 
tion that reflux occurs solely in inspiration is necessary 
to explain any phrenic effects. Right phrenic crush does 
not facilitate reflux, but the exact innervation of the crura 
is still under investigation.. Biphasic vestibular pressures 
at the phrenic level are suggestive that the catheter tip 
passes from the peritoneal level to intrathoracic level in 
inspiration. This may be interpreted as due either to 
phrenic movement or to some intrinsic barrier in the tube 
being dragged up and down over the recording tip. 


Valve-like mechanisms are postulated at the cardic- 
csophageal junction and are based partly on the obliquity 
of the junction, with the formation of a flap, and partly 
on an active mucosal pout occluding the lumen. The 
mucosal movement is postulated to occur from a purse- 
string action of muscularis mucose. In addition, the 
phrenic crural sling kinking the lumen at nearly 90° is 
said to act as a valve momentarily in phrenic descent. 
Fluoroscopically, however, it is seen that the esophagus 
does not change direction in its passage through the 
diaphragm. However, a strong case for valve-like action 
near the cardiac junction is provided by the efficiency with 
which reflux is prevented, in spite of considerable intra- 
gastric pressure and its feebleness in resisting pressures 
from above. Upset of the normal relations at the cardio- 
esophageal junction should alter the “valve” and make 
reflux easy. In excised specimens, this tends to be so. 
But in vivo the creation of a more obtuse angle between 
tube and stomach, as in pneumo-peritoneum, did net 
produce gastro-esophageal reflux. Further, a not infre- 
quent reflux phenomenon unexplained by a _ valve-like 
mechanism is the sequence in which gas or liquid first fills 
the vestibule and then, after some delay, suddenly regurgi- 
tates into the esophagus. 

The intrinsic sphincter postulated is a functional one 
located at the level of the vestibule. The inferior 
wsophageal sphincter and the -vestibule differ physio- 
logically and pharmacologically from the rest of the 
@sophagus, but the use of pharmacological agents in an 
attempt to overcome sphincteric resistance was vainly 
sought in one investigation. However, these would not 
necessarily be expected to inhibit vestibular function. 
Certainly, under the abnormal circumstances of “cardio- 
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spasm” the vestibule can impose a considerable obstruction 
both to normal and to retrograde flow to and from the 
stomach. 


OBSERVER AND SITE VARIATION IN MULTIPLE 
PUNCTURE TUBERCULIN TESTING. 


Tue accurate determination of tuberculin sensitivity is 


_a matter of considerable importance, an importance which 


is perhaps increasing rather than decreasing with the 
waning of active tuberculous disease and the greater fre- 
quency of BCG inoculation. A small trial recently con- 
ducted by S. Gillis and P. Stradling, at the Hammersmith 
Chest Clinic, Postgraduate Medical School of London, was 
designed to see whether the skin over the deltoid might 
prove a more satisfactory site for tuberculin testing, on 
the hypothesis, put forward by other workers, that 
repeated tests on the forearm may lead to local skin 
desensitization, and hence to a false negative or doubtfully 


positive result. At the same time, the results of all tests ~ 


were recorded independently by two observers, so that by 
subsequent comparison of their findings an estimate of 
observer variation in the reading of the test was obtained. 


Multiple puncture Heaf tests were applied by a skilled 
sister, using PPD tuberculin in glycerol. The tests were 
done either on both forearms (so that it was possible to 
assess the effect of a previous skin test, which would have 
been performed on the left arm) or on the right forearm 
and right deltoid region (neither of these sites would have 
been used for previous testing or for inoculation, so that 
a direct comparison of the two sites could be made). The 
tests were read at the end of ninety-six hours by both 
observers independently, and the results recorded accord- 
ing to Heaf’s original classification.? Definite standards 


had been agreed upon in a preliminary trial in order to 
reduce interpretative error, or variation, to a minimum: 
various other precautions were taken to ensure the 
statistical validity of the results. 


A total of 116 tests on 58 subjects was available for 
study. The results in this small series, which had to be 
terminated for reasons unreiated to the trial itself, 
indicated no significant advantage according to which fore- 
arm was tested—that on which a previous test had been 
performed, and that on which no previous test had been 
performed. These results ure at variance with those of 
certain other workers, and further work is necessary to 
elucidate this problem. A comparison of forearm and 
deltoid sites showed that the reaction on the forearm 
tended to be the larger, the difference being significant 
statistically. Apart from the question of size, neither 
ebserver found any significant difference in the ease of 
readability of forearm or deltoid area tests . 


The most interesting findings of the investigation relate 
to observer variation in the reading of the tests. In 23% 
of the 116 results there was a difference of one or more 
degrees, although in only four instances was this the 
difference between negative and first.degree positive. A 
difference of two or ‘more degrees occurred on four 
occasions. As Gillis and Stradling point out, the coroilary 
to this is that a report of “first degree positive” by one 
observer should lead to the test being read by a second 
reader, so that occasionai tragedies may perhaps’ be 
avoided. If there is disagreement, the test should probably 
be repeated. 

On many previous occasions in these columns it has been 
pointed out that research requires an inquiring mind more 
than it demands expensive apparatus and large amounts of 
time, although these are admittedly advantages. In the 
present case, the work was done in the course of routine 
practice in a busy department, useful results being ensured, 
even from a small series, by careful preliminary planning 
with appropriate attention to statistical principles. Studies 
in observer error—it is probably better to use the term 
“observer variation” when no elaborate study is made to 


1 Tubercle, London, 1957, 38: 27. 
* Lancet, 1951, 2:151. 


determine “truth”—lend themselves to part-time investiga- 
tion, and they are singularly instructive, as all who have 
ever taken part in one will know. -No better prerequisite 
for post-graduate diplomas could be devised, particularly 
if both examiners and examinees took part. 


It has been said that to err is human and to forgive 
divine. Observer variation studies take the divinity out 
of forgiveness and make it a practical necessity. He that 
knows not and knows that he knows not, and especially 
if he knows how often he is likely to know not under a 
given set of circumstances, is a very wise doctor. 


BODY POSITION AND THE MECHANICS OF 
BREATHING. 


IMPROVED METHODS have made it possible to measure with 
some degree of accuracy the various mechanical factors 
concerned in resistance to breathing. There are two main 
factors involved: the elasticity of the lungs or, as it is 
called, compliance, and the mechanical resistance of the 
non-elastic paris of the respiratory system including the 
resistance of air flow through the bronchial tree and the 
resistance to tissue deformation. Compliance is defined 
as the volume change brought about by one centimetre of 
water pressure, and the lower the compliance the stiffer 
the lung. E. O. Attinger, R. G. Monroe and M. S. Segal* 
have determined the changes which take place in these 
mechanical forces in normal subjects breathing in different 
body positions (supine, sitting, prone, head down and 
lateral), and E. O. Attinger, J. A. Herschfus and M. S. 
Segal' have studied the same matters in patients with 
cardio-pulmonary diseases. Eight normal subjects were 
studied in the various body positions during slow and 
rapid breathing. Compliance was lowest in the supine and 
highest in the sitting position and did not change with 
change in respiratory rate. Mechanical resistance was 
usually highest in the supine and lowest in the sitting 
position. Compliance values in the prone position were 
usually intermediate between sitting and supine with con- 
siderable scatter. In changing from the erect to the 
recumbent position there was, in general, only a slight 
decrease in total lung capacity, vital capacity and residual 
volume, but a large decrease in expiratory reserve volume 
with an inadequate compensatory increase in the inspira- 
tory reserve volume. A group of twelve subjects whose 
predominant disease was chronic pulmonary emphysema 
and a group of ten subjects with various cardio-pulmonary 
diseases were studied. The overall changes in the supine, 
sitting and prone positions were essentially the same in 
these subjects as for the normal group. However, the 
chronic pulmonary emphysema group showed a marked 
drop of compliance or resistance with an increase in the 
respiratory rate. The group with various cardio-pulmonary 
diseases showed a significant drop of compliance in the 
supine and prone positions, a significant drop in inspira- 
tory resistance in the supine position and a significant 
drop in expiratory resistance in the sitting and supine 
positions. In one patient with pleural effusion, removal 
of fluid resulted in an increase in elasticity and a decrease 
in mechanical resistance. From the results obtained it 
would seem that the supine, head down and lateral 
positions require more effort for the breathing process 
than the sitting and prone positions. They are also 
associated with poorer intrapulmonary mixing. The 
striking relief of dyspnea which can be observed in many 
patients on assuming the sitting position may also be 
explained by the improved mechanics of breathing noted 
in this position. It is apparent that patients with pul- 
monary insufficiency should be nursed in the sitting 
position. In the lateral position breathing is, in general, 
easier if the healthy lung is in the dewn position. The 
head down position does not appear to improve ventilation 
in chronic pulmonary emphysema. The reasons for the 
changes noted in breathing in different body positions are 
not at all evident. 


1J. Clin. Investigation, August, 1956. 
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Abstracts from Sedical 
Literature. 


MEDICINE. 


Lupus Erythematosus. 

L. Baptista et alii (Am. J. M. Sc., 
July, 1956) describe electrophoretic studies 
in cases of disseminated and fixed lupus 

. Six cases of disseminated 
and twelve cases of fixed lupus erythe- 
matosus were studied. A decrease of 


albumin and of 
were noted. 


and one of twelve — of fixed lupus 
with roteinemia in 
cases of and four of 
fixed lupus erythematosus. The patients 
‘were Brazilians. They were 
treated with oral administration of 
B.C.G., 0-2 gramme weekly for six to 
twelve months, with the result that the 
skin and the 
ms in most cases n 
canes cortisone, 200 milligrammes 
daily, was given for some months. 
Salicylates, bismuth, gold salts and 
qunanine were exhibited in other cases. 
.E. cells were demonstrated in the 
majority of cases. 


Gough Syncope. 
H. D. MoInross et alii (Am. Heart J., 

J ba 1956), having studied cough syncope 
in 13 patients and the effects of cough on 
the cardio-respiratory system in these 
patients and in 100 normal controls, 
suggest that cough syncope is due to the 
transmission of greatly elevated intra- 
thoracic and intraabdominal pressure to 
the cerebro-spinal fluid compartment, 
causing an essentially equal rise in the 
pressure within it. This in turn tends to 

squeeze ’’ blood from the cranium and 


thus to cause cerebral anoxia. The - 


occurrence of cough syncope appears to 
depend on many variables, the most 
important of which are the magnitude and 
duration of the cough paroxysm. 


Phiegmasia Cerulea Dolens. 


R. B. Waicut (Scottish M.J., August, 
1956) states tbat the diee disorder known as 
has received 
little pore in the British literature. 
by abrupt onset, 
rapid appearance of pain, swelling 
and cyanosis, and a variable degree of 
collapse. The prognosis is ‘ve, death 
being due mainly to colle The 
condition has to be 1 from 
iliac arterial occlusion, which it resembles 
in the absupt onset of » loss. of 
function and loss of pulsation. " Grigtire 
points out that the one feature indicating 
venous obstruction is the massive edema. 
He suggests that the condition is due to 
sudden, extensive intravenous coagulation 
initiated by some obscure trigger 
mechanism and occurring with dramatic 
rapidity. The author reports two cases. 
The first patient was an elderly diabetic 
woman. A lower limb was swollen, tense 


sligh 
The second patient was a woman, aged 
forty-two years, who had been under 
treatment for varicose int The femoral 


‘after the injeotion the patient complained 


of intense pain. a few minutes 
the limb became Pe cyanosed, and it 
senna swelled. She recovered; but 
cedema and varicose 
veins recurred. In the first case sensation 
was impaired for twenty-four hours ; 
in the second case no loss of sensation 
was noted. The author points out that 
in a case described by Sackenreiter, 
exploration revealed cedema of the tissues, 
great swelling of the femoral vein, and 
constriction and feeble pulsation of the 
artery. The was. freed, 
periarterial jpathectomy was 
performed. The axteey was followed to 
the popliteal fossa ; and as it was freed, 
pulsation was seen to improve. The 
author remarks on the danger of gangrene, 
which is more likely to occur in the upper 
limb than in the lower. He stresses the 
importance of anticoagulant therapy. 


Superficial Thrombophlebitis. 

J. J. Gurrner (J. Am. Geriatrics Soc., 
rap 1956) states that in an attempt 
to the pain and muscular spasm 
accompanying superficial thrombosis of 
the leg he injected 0-5 millilitre of a 
suspension» of hydrocortisone acetate 

milligrammes per millilitre ther 
with 1-0 millilitre of 0°15% of 
amethocaine hydrochloride, with a fine 
needle, directly into the painful indurated 
area of the thrombotic process. The 
pain and tenderness lessened 
and the next day every patient so treated 
stated that there had been great improve- 
ment. The treatment was applied in 20 
cases without ill effect. Two injections 
with an interval of two or three days 
were sufficient in the majority of cases. 
Observation made months 
revealed —_ recovery and no relapse 
in any patient. 


Five Years ’ Experience with Hormone 
Therapy of Asthma in Private 
Practice. 


C. H. A. Watton (Canad. M.A.J., 
October 1, 1956) discusses the treatment - 
of asthma with hormone therapy in 153 
pationts over @ period of five years. 

ages of the patients varied from early 
infancy to advanced years, and the 
patients were of all types. All were 
carefully studied in a general medical 
sense, and thorough allergic investigations 

"made. Treatment was carried out 
along conventional allergic and medical 
lines, and every effort was made to limit 
the patient’s disability as much as 
possible. When it proved impossible 
with all these measures to maintain a 
patient in a useful and comfortable 
mode of life, resort was had to the use of 
corticotrophin or to one of the adrenal 
corticoids. The author states that while 
these invaluable t! 15 ts are 
was started with reluctance, because not 
only are they hazardous, but the cost and 


the need for close medical supervision tend 
to limit their use ; cat 
tients can =e using 

therapy is indicated in the management 
of severe fhe me asthma if all other 
medical and allergic methods fail after 
fullest trial. It is sometimes life-saving, 
and its greatest value lies in its ability 
to rehabilitate otherwise totally disabled 
people. At all ages, useful happy 
citizens can be salvaged from ho 

and despairing invalids. 
tuberculosis can managed if hormone 
treatment is combined with chemotherapy. 
Hypertension is usually manageable, but 
the risk of cerebro-vascular accidents is 
real, for they occurred in 18% | of ad 
hypertensives of the present 

high cost of the drugs, the necessity y of life. 
time use in many instances, and the need 
for permanent medical supervision are 
serious drawbacks, but not necessarily 
too forbidding ; and the patient’s restored 
ability to earn a living and lead a happy; 
normal life more than compensates for 
the disadvantages. The situation is 
analogous to the diabetic’s need for and 
dependence upon insulin. ACTH has 
limited but important use. Cortisone and 
its newer synthetic analogues are con- 
venient and effective. Side effects on 
occasion limit their use. ‘‘ Meticorten ”’ is 
@ distinct advance and would seem to 
have fewer disadvantages. The risks of 
overwhelming and masked infection are 
real in hormone therapy, as is the risk 
of adrenal cortical failure precipitated 
by the stress of accidental or surgical 
trauma. Experience in 18 surgical cases 
encourages the author to think that 
with proper care, is not a major 
hazard. Medical are 
important but not absolute. Pregnancy 
can occur and be safely carried to term 
without unusual risk to the baby or to 
the mother, if suitable medical care is 
given. One-quarter of the treated young 
women in this series became pregnant 
and had normal deliveries, A mortality 
rate of 10-5% is analysed, and the author 
states that under more favourable cireum- 
stances the rate should be lower. 


Staphylococcal Empyema in 
Childhood. 


D. A. MacKenzie anp J. S. McKim 
(Canad. M.A.J., December 1, 1956) 
discuss the treatment of staphylococcal 
empyema in children. They point out 
that the incidence of staphylococcal 
infections has increased in recent years, 
and that infants and young children are 
particularly ptible. The authors base 
their opinions on their experience’ of ten 
cases encountered in the first four months 
of 1955. The ages of the patients ranged 
from three weeks to eleven years. Five 
of them were less than three months old. 
In all cases serious illness appeared 
suddenly in the course of an ordinary 
infection of the upper respiratory passages. 
This suggests that the staphylococcus 
was a “ secondary or synergistic invader ’’. 
Before the empyema was recognized, 
it was the rule to note “an extreme 

distension of the entire bowel ’’. 
The authors mention that the usual 
treatment for staphylococcal empyema 
in children has been multiple aspiration 
and instillation of antibiotics into the 
pleural space. In many such cases the 


; sanguineous bulle appeared next day. 
é Anticoagulant therapy was given. Re- 
covery occurred within afew months. 
giobuln, 

; n and of fibrinogen 

ammaglobulinemia 

occurred in five Of six cases of disseminated 

below inguinal ligament. Large 


boot 
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disease became chronic, and more formid- 
able surgical treatment became necessary. 
Immediately empyema is suspected, the 
authors make a diagnostic aspiration. 
If pus is found, they insert a catheter 
under local ensethesia and then employ 
suction at a negative pressure of ten to 
fifteen centimetres of water. This suction 
is inte ted only to allow the intra- 
paae instillation of drugs. In their 
, although the organism was found 
in in vitro to be insensitive to penicillin and 
streptomycin, just as good results were 
obtained with these drugs as with others. 
Antibiotics are given systemically as 
well. .The tendency to fibrinous locula- 
tion of I pe can be countered, first by 
early and effective drainage, and secondly 
by the use of streptokinase and strepto- 
dornase. The authors inject 50,000 units 
pe streptokinase and 12,500 units of 
ornase through the catheter every 
twelve hours. After each instillation the 
catheter is clamped for one or two hours. 
The catheter is removed when the 
temperature has returned to normal and 
drainage has ceased, and X-ray examina- 
tion reveals that the pleural space is 
free of pus, fluid and air. 


Ceeliac Disease. 


J. H. Esss (Canad. M. 
December 1, 1956) presents a summary 
of present knowledge of coeliac disease. 
He points out that this disease has 
challenged many workers since Samuel 
Gee gave his classical description in 1888. 
Numerous etiological factors have been 
suggested: intestinal infection, helminth 
infestation, dietary factors, allergic states, 
and so forth. Further study was stimu- 
lated by the separation of fibrocystic 
disease of the pancreas and idiopathic 
ceeliac disease by Anderson and Blackfan 
about 1937. The author goes on to 
describe the well-known clinical picture. 
Among other signs, he mentions the 
importance of clubbing of the fingers, 
which appears early in severe cases and 
disappears with cure. The extent of the 
clubbing may be used as a rough index of 
the degree of control of the disease. The 
dentition is often delayed ; but the teeth 
usually remain free from caries. The 
author suggests that this may be due to 
the low sugar diet of these patients or to 
delayed growth. Three types of onset 

recognized. A few infants have a 
tendency to diarrhea from birth, and 
this gradually goes on to the classical 
picture. The most frequent age of onset 
is between six months and. two years. 
In about half of these cases the onset is 
sudden and associated with either 
intestinal or parenteral infection ; in the 

cases the onset is insidious 
with “alternating diarrhoea and constipa- 
tion and loss of appetite. The onset is 
later in breast-fed babies than in 
artificially fed babies. 
specific pathological changes. The 
pancreas is normal. The oral glucose 
tolerance curve is low, and the intravenous 
glucose tolerance curve is normal. The 
xylose tolerance curve is low, as com- 
pared with the normal in fibrocystic 
disease of the pancreas. The vitamin A 
tolerance curve is low and delayed, but 
not as low as in fibrocystic disease. of the 
pancreas. The stools contaii excessive 
fat—10 grammes or more per day, as 


There are no 


compared with 5-0 grammes a day in the 
normal child. A strong familial tendency 
to the disease has been noted. In the 
author’s study, five sets of identical 
twins all had the disease; whereas of 
six sets of non-identical twins, in only 
three was the disease evident in both 
twins. The author mentions a notable 
advance that occurred as a result of the 
observations of Dutch physicians during 
famine in 1944 and 1945, when practically 
no wheat or rye was available in the 
western Netherlands. Children suffering 
from coeliac disease improved. It was 
moet that they could tolerate wheat 

tato and rice. It was later 
“aie that wheat flour increased the 
excretion of saturated fatty acids but 
did not affect the absorption of 
unsaturated fatty acids. This is why 
butter fat, which is mainly saturated 
fatty acid, is poorly tolerated by children 
with coeliac disease. Later still it was 
shown that the gluten of wheat and rye 
was responsible for the interference with 
the absorption of fat. The mechanism 
is unknown. The author suggests that 
it is allergic. In treatment, as well as 
the usual dietary measures, chief of which 
is the elimination of wheat, oats, rye and 
barley, the author mentions the 
importance of vigorous control of infec- 
tion. He also gives additional vitamins. 
In severe and resistant cases he recom- 
mends ‘‘ the judicious use of cortisone ” 
He concludes with a series of reports of 
cases, 


The “ Presystolic ’’ Murmur. 


H. T. Nicnots et alii (Am. Heart J., 
September, 1956), who have studied the 
mitral valve by direct examination in 
the contracting human heart and who 
have made phonocardiographic registra- 
tions during catheterization, have found 
that the “ presystolic ’ murmur of mitral 
stenosis occurs during the first rise in 
intraventricular pressure after the onset 
of the isometric period. The murmur is 
therefore in fact systolic in time. It is 
associated with a palpable vibration of 
the free edges of the: valve. This vibra- 
tion occurs during the phase of intra- 
atrial displacement of the valve in 
valves having the free edge fixed at the 
commissures but elastic in the central 
portion. When the mitral valve leaflets 
are inelastic, the intraatrial ballooning 
and the associated vibration and murmur 


do not occur. 


Urinary Fluoride Levels Associated 
with Fluoridated Waters. 


I. R. C. Lixins, F. J. McCLure 
anpD A. C. (Pub. Health Rep., 
August, 1956) have determined the 
concentration of fluoride in the urine 
of individuals of different ages who 
were drinking water fluoridated to 
approximately one part per million of 
fluoride with sodium fluorosilicate or 
with sodium fluoride. In adults, the 
water fluoride and _ urinary fluoride 
concentrations became approximately 

within one week after the 
introduction of the fluoridated water. 
In school children a considerably longer 
period of time (approximately three to 
five years respectively) elapsed before 
the concentration of fluoride in the urine 
reached that in the drinking water. 


The difference in the response of adults 
and children during the initial period of 
exposure to a fluoridated drinking water” 
suggests that the maturity of human 
skeletal tissue influences its capacity 
to retain fluoride. In the authors’ 
opinion the results of the study do not 
suggest any essential difference in urinary 
elimination of fluoride ingested in 
naturally fluoridated drinking water and 
the elimination of fluoride ingested in 
drinking water fluoridated with either 
sodium fluoride or sodium fluorosilicate. 
They regard the findings as evidence 
that no hazard of cumulative toxic 
fluorosis is associated with the use of a 
drinking water fluoridated to contain 
one part per million of fluoride. 


“ Pro-banthine.”’ 


J. LicHSTEIN et alii (Am. J. M. Sce., 
August, 1956) discuss the use of ‘ Pro- 
banthine”” in the treatment of peptic 
ulcer. Pro-banthine” is §-diisopropyl- 
aminoethyl xanthene - 9 - carboxylate 
methobromide. Sixty patients with 
peptic ulcer were treated over a period of 
twenty-four months. A dosage of 30 to 
60 milligrammes of “ Pro-banthine ” was 
given three or four times daily as a rule. 
Ulcer diet and antacid therapy were 
given in addition to “ Pro-banthine ”’. 
The authors state that ulcer pain was 
relieved in 89% of patients. Side effects 
were noted in 30% of patients, being 
mainly dry mouth, bitter taste, 
constipation and, in two cases, difficult 
urination. Surgical treatment was 
indicated in 8% of patients, and hemor- 
rhage occurred in 21% while under 
treatment over some months. “ Pro- 
banthine ’’ was found to be of value in 
unstable bowel by controlling diarrhea 
and possibly by reducing hypermotility. 
However, no long-term benefit was 
observed in the presence of colonic 
disorders, including ulcerative colitis. 
In the management of duodenal ulcer 
and irritable colon ‘ Pro-banthine ” was 
helpful, but constipation had to be 
avoided by using belladonna and sedation 
alternating with the new drug. Orally 
administered ‘‘ Pro-banthine’’ decreased 
the volume of output of gastric secretion 
more than it reduced acidity. Doses of 
40 to 80 milligrammes were used in these 
tests, but the usual dose is 15 milli- 
grammes, and the effect of this dose is 
not recorded. Recurrent diarrhoea was 
controlled by 30 milligrammes of “ Pro- 
banthine ’’, given three times a day, and 
later by smaller doses. It was concluded 
that ‘ Pro-banthine’’ was helpful in 
conjunction with diet and antacids in 
the treatment of peptic ulcer and of 
functional diarrhea. 


Hypophysectomy for Diabetic 
Retinopathy. 

R. A. Sonmex (Arch. Ophth., 
September, 1956) reports on the use of 
hypophysectomy in five patients with 
severe diabetic retinopathy. The patients 
have been observed for from six to 
thirteen months, and in all there has been 
improvement in vision or no deterioration, 
whereas before operation vision was 
deteriorating. The author states that no 
conclusions can be drawn from so few 
eases, but further trials would seem to be 
indicated. 


it 
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British Wedical Association Mews. 


ANNUAL MEETING. 


meeting of the Victorian Branch of the British — 


Medical At ausecietien aod of the Medical Society of Victoria 
was held at the Medical Society Hall, Albert Street, a= 
Melbourne, on December 5, 1956, Dr. Grorce SwINBuURNB, the 
President, in the chair. 


MINUTES. 


The minutes of the agnual mecting held on December 7, 
1955, were taken as read and signed as correct. 


ELection oF Orrick BEARERS. 
The Medicat Secretary announced that the Council ‘had 
elected the following office bearers for 1957. 
President: Dr. Alan McCutcheon. 
Vice-Presidents: Dr. Keith Hallam and Dr. J. Gavin 
Johnson. 


Honorary Secretary: Dr. G. Newman-Morris. 
Honorary Treasurer: Dr. Leonard Ball. 
Honorary Librarian: Dr. V. L. Collins. 


Chairman of Council: Dr. H. C. Colville. | 
The Medical Secretary announced that the sono Bg 


members: Dr. Kevin Brennan, Dr. 

Collins, Dr. J. L. Frew, Dr. H. ‘Gh Furnell, Dr. Kei 
Hallam, Dr. A. M. Hutson, Dr. M. O. Kent-Hughes, Dr. 
King, Dr. D. G. MacKellar, Dr. G. Newman-Morris, Dr. 
Rank, Dr. Robert Southby, Dr, Stanley Williams. 

The Medical Secretary announced that the following had 
been elected members of the Council by the subdivisions: 
Leonard Ball, Dr. A. J. M. Sinclair, Dr. T. G. tolonge mage 8 
N. L. Dodd, Dr. K. E. Ratten, Dr. H. G. Judkins, Dr. 
Weigall, Dr. J. G. Johnson, Dr. A. W. Burton, Dr. 
McCutcheon, Dr. E. Sandner, Dr. H. R. Millikan, Dr. 
Robinson, Dr. A. B. Hewitt, Dr. W. R. Angus, Dr. 
Phillips, Dr. D. F. Lally, Dr. B. Hutton Jones. 

The Medical Secretary announced be the ex-officio mem- 
bers of the Council were: Dr. H. C. Colville, Sir John 
Newman-Morris, Dr. F. L. Davies, Dr. D. Roseby, Sir Victor 
Dr. J. P. Major. A of the Victorian 
Medical Women’s Society was Dr. Leslie Williams. 


ANNUAL REPORT OF THE COUNCIL. 


The annual report of the Council, which had been circu- 
lated among members, was received and adopted. The 
report is as follows: 

The Council of the Branch and the committee of the 
society present the seventy-seventh annual report of the 
Branch and the one hundred and first of the society. . 


Election. - 


At the annual meeting held last December the following 
members of the Council and of the committee were elected, 
following a ballot of members of . Branch: Dr. Kevin 
Brenpan, De: Grayton Brown, Dr. L. Collins, Dr. J. L. 
Frew, Dr. H. G. Furnell, Dr. tal H. Hallam, Dr. A. M. 
Hutson, Dr. H. Maxwell James, Dr. M. O. Kent-Hughes, Dr. 
W. B. King, Dr. G. Newman-Morris, Dr. B. K. Rank, Dr 
Robert Southby and Dr. Stanley Williams. 

The following were elected to represent subdivisions: Dr. 
W. R. Angus, Dr. L. H. Ball, Dr. 

. Pryde), . A. Carter, Dr. N. L. 
Dodd, Dr. A. B. Hewitt, Dr. J. Gavin Sobadbi Dr. B. muee 
Jones (elected after the retirement of Dr. J. 
H. G, Judkins, Dr. A. B. McCutcheon, Dr. « Mack 
Dr. F. Philips, Dr. K. Ratten, Dr M, Robinson, Dr. 
B. Sandner, Dr. M. Sinclair, Dr. T. G. Swinburne, Dr. 
G. R. Weigall. 


the 
Medical Publishing Company, Limited, Dr. J. P, Major. 


Cotonted members: Major-General W. D. Refshauge and 
Dr. R. D. Wilson. 
ia Council elected the following office bearers: 
President: Dr. ‘George Swinburne. 
Vice-Presidents: Dr. A. B. McCutcheon and Dr, Keith H. 
am. 


Chairman of Council: Dr. H. C. Colville. 


Honorary Treasurer: Dr. Leonard H. Ball. 
Honorary Librarian: Dr. J. Gavin Johnson. 
Honorary Secretary: Dr. G. Newman-Morris. 
Past President: Dr. H. G. Furnell. ; 


The Executive consisted of the President, the Immediate 
Past President (Dr. H. G. Furnell) and the other office- 


Attendances at Council Meetings. 


Thirteen 
following showing the attendances 


Dr. L. H. Ball 


Dr. Stanley Williams’ . 
Dr. A. W. Burton® . 
Dr. K. H. Hallam? 
Sir Victor Hurley .. 
Sir John Re 
Dr. B. K. Ran 
Dr. A. J. MS 
Major-General W. D 
McCutcheon 11 Refshauge 
. Newman-Morris 11 Dr. B. Hutton Jones’ .. 
. R. Phillips 
Dr. Brown 


000 


m 


. R. Millikan and Dr. D. A. Kidd each attended two 
2 Bi as proxy for Dr. Carter. 

Dr. F. P. McArdle attended one meeting as proxy for Dr. 
Robinson. 

D. F. Lally attended one meeting as proxy for Dr. 
‘Kellar. 


Dr. B. ‘S. Alderson attended one meeting as proxy for Dr. 
Angus, 


The highest attendance at aa one meeting was 33, and 
the average attenddnce was 


Subcommittees of the Branch Council, 

Complaints.—Dr. Davies, Dr. Judkins, Dr. Dr. 
G. Newman-Morris and Dr. Roseby. 

Correspondence.—Dr. Colville and Dr. G. Newman-Morris. 

Ethics.—Dr. Major, Dr. Davies, Sir John Newman-Morris, 
Dr. Roseby and the Executive. 

Finance, House and Library.—Dr. Ball, Dr. Furnell, Dr. 
Johnson; Dr. Kent-Hughes and Dr. Judkins. ; 

Health Education—Dr. Roseby, Dr. Brennan, Dr. Hutson, 
Dr. James, Dr. Judkins and Dr. L. Williams. 

Hospital—Dr. Southby, Dr. Ball, Dr. Brennan, Dr. Collins, 
Dr. Colville, Dr. Dodd, Dr. Frew, Dr. Hallam, Dr. James, Dr. 
Judkins, = Kent-Hughes, Dr. King, Dr. Rank, Dr. Weigall 
and Dr. S. Williams. 

Legislative—Dr. Davies, Dr. Colville, Dr. Hallam, Dr. Rank 
and Dr. Sinclair. 

Organization.—Dr. Swinburne, Dr. Ball, Dr. Brennan, Dr. 
Colville, Dr. Dodd, Dr. Frew, Dr. Furnell, a Hutson, Dr. 
Johnson, Dr. Judkins, Dr. Kent-Hughes, McCutcheon, 
Dr. Rank, Dr. Ratten, Dr. Roseby, Dr. Sinciair Dr. Southby, 
Dr. Weigall; Dr. L. Williams, and representatives of the 
country subdivisions. 

Press Relations—Dr. Carter, Dr. King and the Medical 
Secretary. 

1 Resigned. during the year. 

*Granted leave of absence while abroad during the year. 

Elected during the year. 


= 
C. Colville .. ..13 Dr. M. Robinson ..... 
of 
Maxwell James 9 Dr, W. R. Angus .. .. 
G. Judkins .. 9 Dr, D. A. Carter? .. .. 
O. Kent-Hughes 9 Dr. A. B. Hewitt .. 
P. Major .... 9 Dr. Donald Pryde’... 
lie Williams .. 9 Dr. D. G. MacKellar .. 
ID. Wilson .. .. 9 
( 
= : 
The following are ex-officio members: the trustees of the I 
Medical Society of Victoria, Dr. H. C. Colville, Dr. F. L. I 
: Davies, Sir Victor Hurley, Sir John Newman-Morris, Dr. D. 


957 


Ps 
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Publicity.—Dr. Ball, Dr. Sinclair, Dr. Swinburne and the 
Medical 

Science.—Dr. Hall Dr. G Dr. Co Dr. 
King and s. Williams. 

Social.—Dr. Grayton Brown, Dr. Roseby and Dr. Weigall. 

Workers’ Compensation.—Dr. Ball, Dr. Grayton Brown, Dr. 
Kent-Hughes, Dr. G. Newman-Morris, Dr. Judkins, Dr. Rank, 

Dr. Roseby and Dr. Colville. 


Special Committees and Offices Within the Branch. 


Building Committee—The President, the Honorary 


Treasurer, the Honorary Secretary and Sir Albert Coates. 


Federal Medical War Relief Fund Advisory Committee.— 
Dr. F. L. Davies, Dr. H. G. Furnell and Dr. W. G. D. Upjohn. 


Library Advisory Committee—The Honorary Librarian, 
Dr. J. H. W. Birrell, Dr. B. Gandevia, Dr. H. ew. Graham, 
Dr. T. A. F, Heale, Dr. J. W. Johnstone, Dr. R. W.’ Lawson, 
Dr. Murray Maxwell and,Dr. M. L. Verso. 

Medical Education Committee.—Sir Albert Coates, Dr. 
M. V. Clarke, Professor S. Sunderland, Dr. Ewen Downie, 
Dr. J. L. Frew, Dr. J. Hayden, Dr. J. W. Johnstone and Dr. 
T. H. Steel. 

Medical Officers’ Relief Fund (Federal) Advisory Com- 
mittee.—Dr. F. L. Davies, Dr. H. G. Furnell and Dr. W. G. D. 
Upjohn. 

Medical Society of Victoria, Trustees of.—Sir John 
Newman-Morris, Dr. Colville, Dr. F. L. Davies, Sir Victor 
Hurley and Dr. D. Roseby. Mian, 

Museum of the Medical Society of Victoria.—Curator, Dr. 
B. Gandevia; Assistant Curator, Dr, H. Boyd Graham. 

Services Recognition Fund, Trustees of—Sir Albert 
Coates, Dr. H. G. Furnell and Major-General F. Kingsley 
Norris. 

World Medical Association Supporting Committee—Dr. D. 
Roseby, Dr. K. H. Hallam, Dr. B. K. Rank, Dr. A. J. M. 
Sinelair and Dr. Stanley Williams. 


Appointments and Nominations. 


Anti-Cancer Council of Victoria.—Dr. J. E. Clarke and Dr. 
H. Searby. 

Anti-Cancer Council, Medical and Scientific Committee 
of.—Professor Maurice Ewing. 

British Medical Association Annual Representative Meet- 
ing, Brighton, 1956—Dr. D. A. Carter, Dr. K. H. Hallam, 
Dr. H. Springthorpe. 

British Medical Association, Central Cowncil—Dr. M. L. 
Formby. 

British Medical Association in Australia, Federal Council.— 
Dr. H. C. Colville, Dr. Robert Southby and Dr. J. G. Johnson. 

“British Medical Journal”, Victorian Correspondent.—Dr. 
H. G. Hiller. 

British Medical Agency of Victoria Proprietary, Limited.— 
Directors: Sir John Newman-Morris, Dr. Leonard Ball, Dr. 
C. H. Dickson, Major-General F. Kingsley Norris and Dr. 
Robert Southby. 

British Medical Insurance Company of Victoria, Limited.— 
Directors: Sir John Newman-Morris (Chairman), Dr. C. H. 
Dickson, Dr. H. G. Furnell, Sir Victor Hurley, Dr. W. W. S. 
Johnston and Major-General F. Kingsley Norris. 

Central Medical Library Committee.—Dr. J. G. Johnson. 

Conjoint Committee with the Friendly Societies’ Associa- 
tion of Victoria.—Dr. Charles Byrne, Dr. C. H. Dickson and 
Dr. J. G. Johnson. : 

Consultative Council on Influenza—Dr. K. D. Fairley. 

Consultative Council on Maternal Mortality. —Dr. J. G. 
Johnson. 

Consultative Council on Poliomyelitis. —Dr. W. G. D. 
Upjohn. 

Consultative Council on Quarantinable Diseases.—Dr. P. 
Gilbert. 
Dietetic Association of Victoria.—Dr. T. A. F. Heale. 
of Christian Healing—Dr. A. Murray 
Dr. Arthur J. Day, Dr. J. G. Johnson, Dr. H. G. Judki 
Dr. R. Southby and Professor Lance Townsend. 


Fluoridation of Water Supplies, Advisory Panel to Health 
Department.—Dr. L. P. Wait. 


Hemophilia Society—Dr. R. J. Sawers. 


(Proprietary Medicines) Act, Advisory Committee 

mder the Provisions of—Dr. Byron L. Stanton. 

pee Benefits Association of Victoria—Dr. C. H. 
Dickson, Major-General F. Kingsley Norris, Dr. H. G. 
Judkins and Dr. G. R. Weigall. 

Hospitals and Charities Commission, Advisory Council to.— 
Dr. L. H. Ball and Dr. C, H. Dickson. - 

Joint Insurance Adjudication Committee——Dr. L. H. Ball, 
Dr. D. Roseby and Dr. W. G. D. Upjohn. 

Lord Mayor’s Fund—Dr. R. D. Aitchison. 

Lord Mayor’s Country Children’s Holiday Camp, Com- 
mittee of—Dr. Gwynne Villiers. 

Masseurs’ Registration Board——Dr. C. Hembrow and Dr. 
Leigh T. Wedlick. 

“The Medical Journal of Australia”, Victorian Corres- 
pondent.—-Dr. C. H. Dickson. 

Medico-Pharmaceutical Liaison Committee—Dr. W. E. 
King, Dr. D. Roseby, Dr. Byron Stanton, the President (ex- 
officio) and the Medical Secretary. 

Melbourne Medical Post-Graduate Committee—Dr. J. P. 
Major and Dr. G. R. Weigall. 


National Committee of British Commonwealth Collection 
of Microorganisms.—Professor S. D. Rubbo. 


National Safety Council of Australia.—Dr. Kevin Brennan. 
Nurses’ Board.—Dr. W..M. Lemmon and Dr. I. G. McLean. 


Nursing Aide School, Committee of Management.—Dr. 
G. R. Weigall. 

The Occupational Therapy School of Victoria—Dr. D. O. 
Longmuir. 

Old People’s Welfare Council.—Dr. A. B. McCutcheon and 
Dr. W. W. 8S. Johnston. 

Olympic Games: Honorary Medical Director, XVIth 
Olympiad.—Dr. H. G. Furnell. 

Opticians’ Registration Board.—Dr. John Bignell and Dr. 
J. McBride White. 

Pensioner Medical Service, Committee of Inquiry.—Sir 
Victor Hurley, Dr. C. Byrne, Dr. J. G. Johnson and Dr. 
M. O. Kent-Hughes. 

Red Cross Blood Transfusion Bervice, Advisory Com- 
mittee.—Dr. Charles Byrne. 

Rehabilitation Medical Advisory Committee, Victoria 
(Social Services Department).—Dr. J. Cuming Stewart. 
none Club (Citizens’ Committee).—The President of the 

ranch. 

Royal Flying Doctor Service of Australia—Sir John 
Newman-Morris. 

Standards Association of Australia (Victorian Branch).— 
Various Committees: Dr. D. O. Shiels. Committee of Stan- 
dard Measuring Cups and Spoons: Dr. T. A. F. Heale. 
Sectional Committee on Industrial Respiratory Protective 
Devices: Dr. D. L. G. Thomas. Dental Materials Sectional 
Committee (Victorian Subcommittee on Biological Products): 
Dr. W. E. Fleming. Committee on Hospital Furnishings and 
Equipment: Dr. J. H. Lindell. 

State Medical Planning Committee.—Dr. H. G. Furnell. 

Victorian Baby Health Centres’ Association—Dr. Stanley 
Williams. 

Victorian Bush Nursing Association—Dr. BE. McComas. 

Victorian Council of Speech Therapy—Dr. Robert Southby. 

Victorian Docwmentary Film Cowncil Advisory Committee 
on Scientific Films.—Dr. Morris Davis and Dr. R. S. Hooper. 

Victorian Health Week Committee.—Dr. D. Roseby. 

Victorian Society for Crippled Children—Dr. John Cloke. 

World Medical Association, Medical Education Committee 
in Australia.—Sir Albert Coates. 


-Branch Convocation. 


The following were elected as representatives of sub- 
divisions for the year 1956: Melbourne Central: Dr. C. J. O. 
Brown, Dr. Eric Clarke, Dr. E. E. Dunlop, Dr. C. H. Fitts, 
Dr. H. Boyd Graham, Dr. T. A. F. Heale, Dr. R. 8S. Lawson, 
Dr. Kate Mackay, Dr. J. O’Sullivan, Dr. G. Penington, Dr. 8S. 
Reid, Dr. C. A. M. Renou, Dr. J. E. Sewell, Dr. Norman L.’' 
Speirs, Dr. Guy Springthorpe, Dr. G. M. Tallent. HZastern 
Suburban: Dr. R. D. Bartram, Dr. C. G. Biggs, Dr. W- 
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Carrington, Dr. N. Chenhall, Dr. A. S. Feddersen, Dr. A. S. 
Ferguson, Dr. H. V. Francis, Dr. W. E. Hewitt, Dr. H. J. 
Hosking, Dr. C. Lancaster, Dr. J. G. McMahon, Dr. R. G. 
Penington, Dr. K. W. Summons. Northern Suburban: Dr. 
F. A. L. Bacon, Dr. J. E. Dunn, Dr. R. Gurry, Dr. D. C. 
Lear, Dr. A. B. Swain, Dr. H. R. Walker, Dr. I. A. Wilson, 
Dr. I. D. Wilson. North Eastern Suburban: Dr. Raleigh 
* Clarke, Dr. C. M. Greer, Dr. L. J. Hartman, Dr. W. Heslop, 
Dr. C. F. MacGillicuddy. Southern Suburban: Dr. J. H. 
Body, Dr. BE. F. Harbison, Dr. A. Ley, Dr. L. Middleton, Dr. 
A. O. Rosenhain, Dr. R. S. Smibert, Dr. H. F. Tucker. 
South Central Suburban: Dr. J. M. Dunn, Dr. E. A. C. 
Farran, Dr. J. Smibert, Dr. Q. J. Whitehead, Dr. C. W. 
Wilson. South Hastern Suburban: Dr. J. F. Adamson, Dr. 
J. F. Akeroyd, Dr. R. D. Buntine, Dr. J. Clough, Dr. J. V. C. 
de Crespigny, Dr. C. C. Dyte, Dr. D. I. Hart, Dr. H. N. Luth, 
Dr. R. Y. Mathew, Dr. G. W. Patterson. Western Suburban: 
Dr. D. D. Coutts, Dr. A. H. Green, Dr. L. Gurry, Dr. R. H. 
Hardy. Ballarat: Dr. G. R. Davidson, Dr. F. P. McArdle, 
Dr. N. F. Pescott. Bendigo: Dr. N. N. Harrington, Dr. W. J. 
Long, Dr. A. L. Newson. Geelong: Dr. R. L. Fulton, Dr. 
D. A. Kidd, Dr. K. Langlands. Gippsland: Dr. Alan Crook, 
Dr. W. F. Ferguson, Dr. J. Gooch. Goulburn: Dr. J. B. 
McMiken, Dr. R. O. Mills. North Eastern Country: Dr. 
D. D. Browne, Dr. M. Rohan. North Western Country: Dr. 
Hutton” Jones, Dr. T. Walpole, Dr. R. Webster. _— 
Western Country: Dr. A. E. Brauer, Dr. B. D. Vaughan, Dr. 

Watson, 


Membership Roll. 


The number of members on the roll at October 23, 1956, 
was 2880, which was 110 more than last year. Two hundred 
and sixty-one members were added (135 by election, 42 were 
reinstated on payment of arrears, and 84 were transferred 
from other States and overseas) and 151 names were 
removed (30 by death, 60 by transfer, 7 by resignation, and 
54 allowed their subscriptions to fall into arrears). 


Honorary medical members numbered 41, and there is one 
complimentary member. 


Honorary student associates number 68. 


Deceased. 


The deaths of the following members and former mem- 
bers occurred gy | the year and are recorded with regret: 
Dr. J. Adrian, Dr. R. K. Birnie, Dr. A, Blaubaum, Dr. E. E. 
rpg Dr. N. N. Brustolin, Dr. K. G. Chatfield, Dr. 
Ww. Cuscaden, Dr. A. H. Dunstan, Dr. R. S. Ellery, 
Dr. . n Francis, Dr. J. Gibson, Dr. A. E. Gribble, Dr. E. F. 
Harbison, Dr. J. O. P. Hayes, Dr. H. W. S. Laurie, Dr. M. 
Ley, Dr. J. M. A. Lowson, Dr. Fay Maclure, Dr. J. Morlet, 
Sir Wilberforce Newton, Dr. D. R. Niven, Dr. J. L. O’Connor, 
Dr. T. F. Ryan, Viscountess St. Davids, Dr. C. Shields, Dr. 
J. C. Simpson, Dr. Viva Sproule (Mrs. Walter Summons), 
Dr. A. B. Swain, Dr. J. E. Trathen, Dr. F. L. Trinca, Dr. 
W. E. Wilson, Dr. Isabella Younger Ross. 


Remembrance Day. 


In the presence of members of the Branch and relatives 
of deceased medical officers, a short ceremony was held in 
the foyer of the Medical Society Hall on Friday, November 
9, 1956, to honour the Victorian medical officers who lost 
their lives in the service of the Commonwealth in the two 
world wars of this century. The Medical Secretary read 
the names of those killed on service and of those who had 
died while serving and the President laid a wreath on the 
War Memoriai. 


Church Services. 


The seventh annual church services for the medical pro- 
fession were held on Sunday, February 12, 1956. Members 
and medical students assembled in the precincts of the 
cathedrals and entered in procession. 

At St. Paul’s Cathedral the sermon was preached by Dr. 
Otto Diebelius, Bishop of Berlin, an executive member of 
the World Council of Churches, and Dr. George Swinburne 
ana Dr. A. B. McCutcheon read the lessons. 

At St. Patrick’s Cathedral the preacher was the Reverend 
F. Harmon, D.D. 


Congratulations. 


During 1956 the Council was pleased to congratulate the 
following: the Right Honourable Lord Cohen (a former 
President of the British Medical Association) on being 
elevated to the peerage; Dr. J. G. Hunter on “oy awarded 
the Gold Medal of the Association in Australia; . Donald 


A. Cameron, O.B.E., on being appointed Federal Minister for 
Health; Sir Tudor Thomas (a former President of the 
British Medical Association) on being created a Knight 
Bachelor; and Dr. J. M. Dwyer, O.B.E. (South Australia), 
Dr. J. P. S. Jamieson, C.B.E. (New Zealand), Dr. C. G. 
McDonald, C.B.E, (New South Wales), Dr. L, J. Pellew, 
C.B.E. (South Australia), Dr. G. D. Robb, C.M.G. (New 
Zealand), Dr. W. A. Sloss, M.B.E. (Victoria) and Dr. K. W. 
Starr, C.M.G. (New South Wales) as the recipients of the 
honours indicated, which were conferred on them by Her 
Majesty Queen Elizabeth II. 


The Olympic Games. 


A very active medical committee, under the chairmanship 
of Dr. H. G. Furnell, has been working throughout the 
year. It has dealt with a great number of matters, many 
of major importance, such as arrangements for the staffing 
of the special hospital at Heidelberg and for the medical care 
of competitors, both at the village and at various venues, 
and the medical profession generally is very appreciative 
of the work the committee has dorre. 


Golf. 


The seventeenth annual golf tournament of the Branch 
was held on Thursday, November 17, 1955, on the East 
Course of the Royal Melbourne Golf Club. Dr. C. R. Laing 
won the Weigall Cup (championship), and the Roseby Cup 
(handicap) was won by Dr. Q. J. Whitehead. The spoon 
competition was won by Dr. W. Rigg and Dr. H. Catchlove. 


Entertainment. 


Following their registration on December 19 by the 
Medical Board of Victoria, the 1955 medical graduates were 
entertained at afternoon tea in the library by members of 
the Branch Council. The supplementary graduates were 
welcomed into the profession by Council members on March 
26, 1956. 

Sir Lionel Whitby, Regius Professor of Physic and Master 
of Downing College in the University of Cambridge, was 
entertained at supper in the Council room by members of 
Council and members of the Post-Graduate Committee after 
his lecture on “Anzmia in General Practice” on June 1. 
Sir Lionel Whitby was visiting Australia as the Sims 
Commonwealth Travelling Professor for 1956. 

The President and,members of Council gave a dinner at 
the Union House on August 29 for Federal Council mem- 
bers during the meeting of the Federal Council. The 
Presidents of all the Branches of the Association in Aus- 
tralia, representatives of the Royal Colleges, of the Services 
and of THm MppicaL JOURNAL OF AUSTRALIA were also invited 
to the dinner, which was the occasion of the presentation 
of the Gold Medal of the Association in Australia to Dr. 
J. G. Hunter, General Secretary of the Federal Council, by 
the Federal President of the Association, Dr. H. C. Colville. 


The President, Dr. George Swinburne, entertained mem- 
bers of Council and their wives and representatives of other 
organizations at a buffet dinner at Union House on October 5. 


On November 7 Dr. Howard Rusk, Director of Rehabilita- 
tion and Physical Medicine in the University of New York, 
was entertained at a late afternoon parry by members of 
Council. 

Medical officers from other countries visiting Melbourne 
for the Olympic Games were entertained by the President 
and the Branch Council at a late afternoon party on 
November 17. 


Meetings of the Branch. 


The following meetings of the Branch were held in 
Melbourne: 

February.—A symposium on “The Problem of Hiatus 
Hernia”, at which the speakers were Dr. W. E. King (symp- 
toms and medical treatment), Dr. A. E. Piper (the place of 
radiology) and Dr. K. N.-Morris (indications for surgery). 

March.—Dr. F. J. Pinkerton, of Honolulu, Director-General 
of the Pan-Pacific Surgical Association, spoke on the aims 
of his Association and showed films taken at the last meeting 
of the Association held in Honolulu. 

April—The tenth Triennial Syme Memorial Lecture, 
“Surgery of the Heart: Past, Present and Future”, was 
delivered by Dr. C. J. O. Brown. 

June—1. The twenty-third Sir Richard Stawell Oration, 
“Devils, Drugs and Doctors”, was delivered by Sir Lionel 
Whitby, Regius Professor of Physic and Master of Downing 
College, in the University of Cambridge. 
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2. A symposium on “The Production and Use of the Salk 
Poliomyelitis Vaccine’ was given by Dr. P. L. Bazeley and 
meses of the staff of the Commonwealth Serum Labora- 
tories. 

August—The fifth Fetherston Memorial Lecture, “The 
Fetherstons and Their Colleagues: Early History of The 
Women’s Hospital”, was delivered by Dr. Colin Macdonald. 

October.—Dr. William Jordan, Assistant Professor of Pre- 
ventive Medicine in the Western Reserve University School 
of Medicine, Cleveland, Ohio, United States of America, 
spoke on “The Study of Infectious Disease in Families: An 
Experimental Survey”. 

November.—A symposium was arranged by the Section 
for the Study of Allergic Diseases entitled ‘Bronchitis, 
Asthma and Emphysema in Childhood’, at which the 
speakers were Dr. A. L. Williams (pathologist), Dr. S. 
Williams (physician) and Dr. L. A. Ivan Maxwell (allergist). 

The following demonstrations and clinical meetings were 
held in Melbourne: 


March.—Prince Henry’s Hospital. 
May.—aAlfred Hospital. 

July.—Royal Children’s Hospital. 
August.—The Royal Women’s Hospital. 


September.—Pathology Department, University of Mel- 
bourne, 
October.—Departments of Physiology and Pharmacology, 
University of Melbourne. } 
The following meetings were held in-the country: 
April—Ballarat. Clinical cases were presented at the 
Ballarat Base Hospital in the afternoon, and in the evening 
Pibersn nal Maurice Ewing spoke on his impressions of 
us 


June.—Wangaratta. In the afternoon clinical cases were 


_ presented at the Wangaratta Base Hospital, and in the 


evening Dr. A. R. Long gave a lecture on “Treatment of 
Preeclampsia”. On the Sunday local members arranged 
tours for visiting members to the Kiewa Hydro-Electricity 
Scheme at Mount Beauty. 


October.—Sale. Clinical cases were presented at the Gipps- 
land Base Hospital in the afternoon, and in the evening 
Dr. A. C. Jenkins gave a lecture on “The Recognition of 
Neurological Signs”. 

The Branch Council would like to thank the staffs of 
The Royal Women’s Hospital, Prince Henry’s Hospital, the 
Alfred Hospital and the Royal Children’s Hospital, and the 
Departments of Pathology, Physiology and Pharmacology 
for the interesting and stimulating meetings and demon- 
strations arranged. 


The Branch Council also wishes to express its appreciation 
and thanks to the committees and honorary secretaries of 
country subdivisions for arranging the country meetings, 
to the wives of members of the subdivisions for their hos- 
pitality to visiting members and their wives, and to the 
committees and matrons of base hospitals for the provision 
of facilities. 


Special Meetings of the Branch. 


Three special Branch meetings were called during the 
year. 


1. The first, which preceded the February Branch meeting, 
considered and passed the following amendments to Rule 35 
and Rule 67, that is: . 


Rule 35: “Alteration of Rules.” The following paragraph 
was added to this rule in order to clarify the position in 
regard to dealing with amendments suggested by members 
at a Branch meeting at which an alteration to a rule was 
being discussed: “If a special meeting amends a proposed 
alteration to or recission of a rule which proposal has been 
submitted to the Branch Council in accordance with this 
Rule 35, then the amended proposal shall not become a rule 
of the Branch until it has been further considered by the 
Branch Council and resubmitted and passed in its amended 
form at a subsequent special meeting.” 


Rule 67: “Election to Federal Council.” The object of 
altering this rule was to give opportunity for further 


.hominations to be made if a retiring member of the Federal 


Council was not seeking re-election as, if this were not 
known, nominations might be withheld. 


The relevant section of the rule was altered to read: 
“Should the number of nominations not exceed the number 
of vacancies, or should one or more: of the sitting members 


of the Federal Council for any reason not be available for 
re-election, the time for receiving nominations shall be 
extended for one week after the date of the Council meeting.” 


The last paragraph of this rule was also altered, and now 
reads: “After this hour the Council shall appoint a returning 
officer (who in the event of a tie shall have a casting vote) 
and two scrutineers who shall examine the papers and 
report the result of the ballot that evening to the returning 
officer and he shall thereupon declare the three elected mem- 
bers as representatives on the Federal Council for the 
ensuing year.” 

2. The second special meeting was held to consider the 
proposals of the Commonwealth Minister for Health in 
relation to a new agreement to cover the Pensioner Medical 
Service and to consolidate the opinions of the subdivisions 
on the proposals. (This matter is dealt with under “Business 
of Council’”.) 


8. The third special meeting was held in October, when 
Schedule B of Rule 6 of the Branch, relating to subscrip- 
tions, was altered, the recommendations of the Council being 
passed by the meeting without debate. 


Complaints Committee. 


The Complaints Committee considered nineteen cases 
during 1956. In the great majority of cases it found that 
the complaints were not justified and in six instances certain 
advice was tendered to the members concerned. 


Car Parking. 


The City Council has made available a space in Wellington 
Parade South for medical practitioners, primarily for mem- 
bers of staffs of public hospitals. Special applications were 
made through the Branch office following advice to members 
in the notice paper. :At present there are no vacancies. 


Federal Council. 


The Federal Council met twice during the year, in Hobart 
in February and in Melbourne in August, Full reports of 
the proceedings of the meetings have been published in the 
issues of THE MEDICAL JOURNAL OF AUSTRALIA of April 14 and 
October 6. 


Business of Council. 
Medical Services in Hospitals. 


Honorary Service to Public Hospitals and the Means 
Test—Since the abolition of the means test in 1946 the 
Council has not been in favour of any extension of honorary 
service to public hospitals, and in February the Hospitals 
and Charities Commission arranged a conference between 
representatives of the Association and of public teaching 
hospitals, at which the Minister of Health was present. The 
Commission submitted a document to the conference sug- 
gesting the continuance of the honorary system in Victoria, 
but with improved facilities for visiting medical officers such 
as increased accommodation for private and intermediate 
patients, the provision by the Government of consulting 
rooms in association with the hospitals and, possibly, the 
development of some form of assurance or superannuation 
for honorary medical officers. The Commission considered 
the advantages of this scheme to be greater than those 
which would be derived from the abolition of the honorary 
system, 


In March the Branch Council held a special meeting to 
consider the matter, and resolved that the Commission be 


-informed that until the means test was reintroduced it had 


no reason to alter its present policy of not being in favour 
of the extension of honorary service, but that if the means 
test were reintroduced, at a suitable level and properly 
policed, the Council would welcome discussion of a scheme 
to improve the present honorary system. 


When it became evident that the means test was to be 
reintroduced the Council decided to approve of the appoint- 
ment of honorary medical officers to the Box Hill Hospital, 
provided that when agreement was reached with the Com- 
mission on the future of honorary service, the terms and 
conditions of such appointments would be made retro- 
spective. 


Following the introduction of the means test on July 1, 
the Council decided that it would be wise not to make any 
decision in the matter until the test had been in operation 
for three months. That period has now elapsed and the 
opinions of honorary medical staffs are at present being 
sought. 

*In the meantime, representations were made to the 
r of Health by personal interview in regard to the 


7 = : 
| 
| 
| 
| 
| 
J | 1 
f 
J 2 
Ly 
J 


292 THE MEDICAL JOURNAL OF AUSTRALIA 


+ 


Maron 2, 1957 


provision of more private and intermediate beds, as the 
number available is insufficent and results in peorle who 
could afford private accommodation occupying public beds. 


In regard to medical services in the country a meeting of 
representatives of country hospitals (other than base hos- 
pitals) and Council members was held in September. About 
fifty country representatives attended, and it was a very 
successful meeting, particularly from the point of view of 
informing the Council of the difficulties peculiar to country 
hospitals. Resolutions were passed indicating: (i) that the 
provision of adequate intermediate beds was essential under 
the present honorary system and new means test and that 
it was important (in country districts) that this inter- 
mediate accommodation be, as far as possible, segregated; 
(ii) that in the opinion of the meeting part-time or whole- 
time salaried service was undesirable; and (iii) that the 
meeting was in favour of the continuation of honorary 
service, provided a more adequate means test was applied. 
After consideration of these resolutions by the Branch 
Council, and in order to consolidate the views of country 
members and to assist the Council in formulating a line 
of approach to the Commission, certain proposals have been 
circulated to the members concerned for tHeir further 
opinion. 

Full-Time Salaried Officers.—Since the beginning of’ the 
year negotiations have been taking place with the Hospitals 
and Charities Commission in regard to the future of full- 
time salaried officers of hospitals, the crux of the matter 
being that the retaining by hospitals of private fees paid 
for work done by full-time salaried ‘radiologists, pathologists 
and anesthetists is contrary to the following principles 
enunciated by the Branch Council: 


(a) That no lay person or. organization (including hos- 
pitals) shall employ a doctor on a salary where medical 
fees are charged for his services. 


(d) That fees collected by institutions for medical services 
Fi be recognized as the property of the medical prac- 
loner. 


(c) That any charge made to the doctor for the use = 
space, technical apparatus, secretarial assistance 
cetera be a matter of negotiation between the am 
parties. 

The present position is that the Commission has made the 
following alternative suggestions for adoption as the basis of 
contracts to be made between the medical officers and hos- 
pital committees (the medical officers to be given a choice 
of which they would prefer): 

(a) That in contracts giving the right of private practice 
to salaried officers the income thus derived to be 
apportioned according to an approved arrangement 
(such as, say, a 60% hospital/40% medical officer 
basis), with other details such as amount of time spent 
on private and on public work to be determined by 

agreement; or 

(b) that the medical officers concerned be employed on a 
full-time salaried basis with annual and sabbatical 
leave privileges, superannuation rights et cetera, and 
that the fees for private work done be collected by 
the hospital committee and put into a trust, from 
which payments could be authorized for such purposes 
as would be agreed upon between the hospital com- 
mittee and medical officer, the purposes to include 
research, educational programmes and developmental 
activities not generally subsidized by the Commission, 


the development of the department concerned, and 


intrastate and overseas travel. | 

The Council does not consider, however, that (b) is in 
accord with its principles as stated, as it is considered that 
the suggested distribution of the private fees appears to be 
inequitable in that the hospitals would receive much greater 
benefit than the medical officers. In regard to (a), the 
Council considers, after consultation with the medical officers 
concerned, that this could be a satisfactory compromise, 
provided efforts are made to improve its practicability and 
attractiveness. 

Negotiations are continuing and the Council’s repre- 
sentatives are in close contact with representatives of the 
medical officers concerned. 


Pensioner Medical Service. 

The future of the Pensioner Medical Service has been 
under consideration by both the Branch and Federal Councils 
over the past year, and, as members in private practice will 
have already been informed by a special letter, attempts by 
the Federal Council to negotiate a new agreement with the 
Commonwealth Minister for Health for increased fees have 


been unsuccessful. The Federal agreement covering the 
Service expired in October, 1955, and as the Federal Council 
has refused to enter into a new agreement at the ruling 
rates and the Federal Government refuses to increase the 
rates, an impasse has been reached. Therefore the matter 
at present rests with members, as they work under 
individual agreements between the Director-General of 
Health and themselves; and the object of the letter recently 
circulated to members is to obtain their opinions. on what 
action they think the Branch Council should now take in 


‘the matter. : 


Medical Benefits Scheme. 

The Council was not called upon to consider any major 
issues in connexion with the Medical Benefits Scheme during 
the year. The scheme has now entered its fourth year of 
operation and it is understood that 51:25% of the popula- 
tion of the Commonwealth is covered. 


Medical Education. 

In compliance with a request from the World Medical 
Association, the Branch Council appointed a special com- 
mittee, under the chairmanship of Sir Albert Coates, to 
draw up a report on medical education in Victoria. The 
report was received early in 1956 and forwarded to the 


Federal Council for correlation into a Federal report for 


submission to the next session of the World Conference on 
Medical Education. As the report was considered to be a 
valuable one from the State point of view, the Council for- 
‘warded a copy to the Faculty of Medicine in the University 
of Melbourne for its information. 


Fees. 

Fees in General Practice—As members already know, at 
the end of 1955, following an investigation by expert 
economists who analysed information in reference to 
increases since’ 1952 in overhead costs et cetera, the Council 
recommended that the following standard fees be charged 
in general practice as from January 1, 1956: surgery con- 
sultations, 17s. 6d.; home visits, 22s. 6d.; out of hours atten- 
dance, 25s. and 30s. respectively. The acceptance by mem- 
bers of the recommendation and adherence to the fees sug- 
gested was urged most strongly as the fees could be fully 
justified on a statistical basis. At the same time it was 
further suggested that the professional tradition of con- 
sidering the financial circumstances of patients should be 
continued and fees abated when necessary. The practice of 
many members of not c full fees for minor services 
was brought to the notice of members. 

Workers’ Compensation Schedule.—The Council has decided 
to review the Workers’ Compensation Schedule of Fees and 
the Workers’ Compensation Subcommittee is at present pre- 
paring. a report on the matter for submission to Council. 

Commonwealth Department Fees.—The Federal Council 
has been unable to negotiate increased fees for Repatriation 
Department local medical officers, but has been successful 
in the following instances: the fee for completion of Socia! 
Service Department Case Record Form SR.6 has been 
increased to £2 2s.; the fee for examination of applicants 
for invalid pensions has been increased to £1 11s. 6d.; the 
fee for sessional work undertaken on behaif of the Depart- 


- ment of Social Services has been increased to £2 12s. 6d. for 


the first hour plus 15s. 9d. for each additional half-hour. 
Representations have been made by the Federal Council to 
the Department of the Army for increased remuneration for 
. civilian medical practitioners employed by the department. 


Heroin. 


The result of the questionnaire in relation to the use of 
heroin in medical practice showed that a majority of medical 


’ practitioners in this State was in favour of the lifting of 


the ban imposed a few years ago. The matter was considered 
by the Federal Council and, as the majority of State 
Branches was in favour of the ban being lifted, it was 
decided to inform the Commonwealth Government that after 
consideration and consultation with practising members of 
the profession throughout Australia, the opinion of the 
Federal Council was that the ban on heroin should be 
removed. 

Superannuation for the Self-Employed. 

The Branch Council is pleased to be able to inform 


members that as a result of negotiations (initiated in the. 


first place by this Branch) between the Federal Council and 
other professional bodies and the Commonwealth Govern- 
ment, the Federal Treasurer has increased the deduction 
allowable for taxation purposes in respect of life assurance 
premiums from £200 to £300. 
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The Library of the Medical Society of Victoria. 


As the Library Advisory Committee consists of members 
who are keenly interested in all aspects of medical literature, 
and who have an extensive knowledge of many of the sub- 
jects covered by the library, their advice and help during 
the past year have been invaluable} -The formation of the 
committee has proved a great advantage in the administra- 
tion of the library, particularly in regard to the selecting 
of new books and the sorting of old literature that has been 
donated to the library. 


In order to increase the space available for ‘books and 
journals, shelves have been built nearer to the ceiling on the 
west wall. This has made it possible to move the section of 
older books into the museum. 


During the year many donations of books have been 
received from libraries of deceased doctors and some of the 
volumes received will prove valuable assets to the library. 


It is regretted that only a very few of the thirty-four 
valuable books which were found to be missing after stock- 
taking in 1955 have been recovered. 


A translation service is now available for members 
requiring articles to be translated from French or German. 


Some files of unbound journals have been completed and 
bound and others have been placed in binding boxes. 


One hundred and forty-eight new books were added to 
the library and it was decided to take out subscriptions for 
the following journals: Medicine, German Medical Monthly, 
International Archives of Allergy and Applied Immunology, 
Scottish Medical Journal, Annals of Allergy and the British 
Medical Book List. The Australian Dental Journal is now 
currently received. Thirty books from the library of H. K. 
Lewis and Company, Limited (London), are available to 
members for the usual lean period. 


The Branch Council desires to retord its appreciation and 
thanks for books and journals which have been donated 
from THE MEDICAL JOURNAL OF AUSTRALIA, The Australian and 
New Zealand General Practitioner, Ciba, Limited (Switzer- 
land), Sir Victor Hurley, Py: John Newman-Morris, Dame 
Jean Macnamara, Dr. J. J. Cade, Dr. D. Donald, Dr. R. 
Dungan, Dr. C. Fitts, Ry 'M. Kelly, Dr. E. McComas and 
Dr. S. B. Sutton, Mesdames R. McMeekin, W. Cuscaden and 
I. Trinca, and Misses F. Hagenauer, R. Potter and E. 
Fetherston. The British Medical Insurance Company is also 
thanked for its generous assistance. 


J. G. JOHNSON, 
Honorary Librarian. 


Owing to the absence abroad of Dr. Bryan Gandevia and 
Dr. David O’Sullivan, progress with the museum has been 
lagging this year, but some interest has been manifested 
and collection of material has continued. A certain amount 
of high shelving has been placed in the library for the 
housing of long runs of journals of historical importance. 
Some old books have been relegated to the museum from 
the library, but, of course, access to them may readily be 
had by members who want to consult them. A start has 
been made to formulate rules for the organization and 
management of the museum and to set out the objectives 
and policy to be followed. 


Accessions have come from several quarters. Mr. James 
Elliot Wilkie has given us some relics of his distinguished 
great-grandfather, David Elliot Wilkie, a foundation mem- 
ber of the Port Phillip. Medical Association and of the 
Medical Society of Victoria. Dr. Colin Macdonald presented 
us with a photograph of Hugh Owen Thomas which came 
into his possession from a Tasmanian clergyman through 
Dr. W. P. Holman. Dr. C. D. Donald donated a token 
resembling a penny bearing the date 1858 and the superscrip- 
tion “Holloway’s Pills and Ointment”. Dr. Leonard Ball has 
supplied an old set of Hegar’s dilators. Through the activity 
of Dr. Murray Verso an arrangement has been made with 
the Director of the Melbourne Medical Post-Graduate Com- 
mittee to use the museum as the repository for outmoded 
recorded lectures, many of which have been delivered by 
distinguished men from overseas; the first large batch of 
these records has been received. We acknowledge these 
gifts with gratitude and invite members of the Branch to 
enlarge our collection with further donations of material of 
medico-historical interest. Members are also cordially invited 
to use the classified files of documents and letters which 
have already been assembled and to enhance them with 


contributions. 
H. Boryp Granam 
Acting Honorary Curator. 


Reports of Subdivisions. 
Metropolitan. 


South Eastern—Office bearers: Branch. Council repre- 
sentative, Dr. A. W. Burton; President, Dr. J. F. Akeroyd; 
Vice-Presidents, Dr. A. W. Burton and Dr. H. Stevenson; 
Honorary Secretary, Dr. G. W. Patterson. 


A special meeting of the subdivision was held on June 21 
at which the Pensioner Medical Service was discussed so 
that the subdivision’s views could be transmitted to the 
Branch Council. 


The annual meeting of the subdivision, when office bearers 
were elected, was held on the same night. 


G. W. Patrsrson, 
Honorary Secretary. 


EHastern.—Office bearers: Branch Council representative, 
Dr. H. G. Judkins; President, Dr. H. V. Francis; Honordry . 
Secretary, Dr. H. J. Hosking. 


At a meeting held primarily to discuss the Pensioner 
Medical Service it was decided by an almost unanimous 
decision to register disapproval of all concessional fees, and 
to urge that payment under the Pensioner Medical Services 
be based on the normal schedule of private fees. 


The question of ether anesthetics being given by nurses 
for obstetrical cases was also discussed at length. It was 
considered that local conditions made a general agreement 
on this problem impossible, but a compromise arrangement 
reached between the medical staff and matron at the Box” 
Hill Hospital met with the general approval of members. 


H. J. Hoskina, 
Honorary Secretary. 


Southern.—Office bearers: Branch Council representative, 
Dr. G. Raleigh Weigall; President, Dr. Zacharin; 
Honorary Secretary, Dr. A. O. Rosenhain. 


A meeting of the subdivision, which the Medical Secretary 
attended, was held on June 13, 1956, to discuss the future 
of the Pensioner Medical Service. No resolutions were 

, but views expressed by members were informative 
to the Branch Council. 

A. O. ROSPNHAIN, 


Honorary Secretary. 


Northern.—Office bearers: Branch Council representative, 
Dr. K. E. Ratten; President, Dr. W. J. Whiteside; Honorary 
Secretary, Dr. K. E. Ratten. 


The only: meeting of the subdivision held was on Friday, 
June 22, in the Mayor’s room, Coburg Town Hall. 


Thirty-two members were present and apologies were 
received from seven other members. 


Following the election of office bearers, the meeting was 
devoted to a discussion on the Pensioner Medical Service, 
and several resolutions were passed and forwarded to the 
Branch Council. 

K. E. Rarren, 


Honorary Secretary. 


Western.—Office bearers: Branch Council representative, 
Dr. N. L. Dodd; President, Dr. N. L. Dodd; Honorary Seere- 
tary, Dr. Donald D. Coutts. 


One meeting of the subdivision was held during the year 
at the Footscray and District General Hospital, on May 30. 


The purpose of this meeting was to discuss a proposal of 
the management of the Footscray and District General Hos- 
pital for the introduction of a domiciliary nursing service to 
provide for the nursing attendance of non-public maternity 
patients discharged from the hospital early in the 
puerperium, in order to allow a greater number of non- 
public patients to be accommodated in hospital. The meeting 
disapproved of the proposal. 


A proposed new agreement for the future eng of the 
Pensioner Medical Service was also discussed 


DonaLp D. 
Honorary Secretary. 


Country. 


South Western.—Office bearers: Branch Council repre- 
sentative, Dr. W. R. Angus; substitute representatives, Dr. 
L. T. Griffiths and Dr. B. 8S. Alderson; President, Dr. G. D. J. 
Watson; Vice-Presidents, Dr. L. J. Westacott and Dr. 
H. B. D. Vaughan; Honorary Secretary, Dr. W. R. Angus; 
Committee, Dr. 8S. C. Fitzpatrick, Dr. H. C. Maling, Dr. C. B. 
Barryman, Dr. J. K. Gardner and Dr. R. A. MacDougall. 


Five meetings have been held during the year at the 
19 mem- 


following places, with an average attendance of 
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bers at each meeting: Warrnambool, Hamilton (2), Koroit 
and Terang. 

At the ordinary one-day meetings of the Post-Graduate 
Medical Committee arranged the following lectures: 
“Psychotherapy in General Practice’, Dr. A. J. M.. Sinclair; 
“Thyrotoxicosis”, Dr. K. D. Fairley; “Intracranial Hzemor- 
rhage”, Mr. R. 8. Hooper; “Hypertension”, Dr. C. H. Fitts; 
“Orthopedic Problems in Infancy”, Dr. E. A. Price; “Com- 
mon Urological Disorders”, Mr. D. B. wipe “Diagnosis and 
Management of Coronary Disease”, Dr. B. Kay; “Neo- 
natal Diseases”, Dr. Kate Campbell; "Management of 
Burns”, Mr. J. c. Stewart and Mr. I. H. Cuming; “Principles 
of ‘Tissue Conservation and Plastic Repair’, Mr. A. R. 
Wakefield. 

By recent decision of the Branch Council, Colac has been 
included in the South Western Subdivision, and we welcome 
the new members and trust that the change will be of 
mutual benefit. 


We record the passing of two members of the subdivision 
and honour their memory: Dr. D. R. Niven, of Portland, and 
Dr. J. Morlet, ron poate of Camperdown. A suitable minute 
has been recorded in recognition of their services within the 
subdivision. 

The business meetings have been reasonably well attended 
and members show a keen interest in the current affairs of 
the Association. 

In conclusion, I am pleased to report that the scientific, 

~social and academic activities of the subdivision have been 
well sustained. 
W. R. ANGUS, 


Honorary Secretary. 


North Weastern.—Office bearers: Branch Council repre- 
sentative, Dr. B. Hutton-Jones; substitute representatives, 
Dr. A. Hinchley and Dr. Ross Webster; President, Dr. G. 
Forsyth; Honorary Secretary, Dr. Ross Webster. 

One subdivisional meeting was held during the year, in 
Horsham on June 9. The main discussion concerned the 
Pensioner Médical Service, and the resolutions passed were 
forwarded to the Branch Council. 


Three post-graduate meetings took place during the year 
in conjunction with the Melbourne Medical Post-Graduate 
Committee. These were conducted as usual at Mildura, 
Horsham and Warracknabeal and were well attended. It 
is encouraging that many members travel considerable 
distances to attend these meetings, which have again been 
very successful 

Members continue to show interest in the recorded lectures, 
and the system of distributing these to various centres in 
the subdivision has proved to be satisfactory. It is hoped 
that the Post-Graduate Committee will continue to record 
the lectures of overseas visitors as they do stimulate interest 


in country centres. 
Ross WEssTER, 
Honorary Secretary. 


Goulburn.—Office bearers: Branch Council representative, 
Dr. D. G. Mackellar; substitute representatives, Dr. D. Lally 
and Dr. R. O. Mills; President, Dr. A. E. Dickmann; 
Honorary Secretary, Dr. Brian  Schloeffel; Honorary 
Treasurer, Dr. A. F. Taylor. r 


Owing to the much desired change of our second lecture 
series from the middle of winter to late spring there is only 
one session to report on this occasion. 


This was held on March 17 and was again most successful 
and well patronized. There were about forty people present 
(including senior members of the trained nursing staff) to 
hear outstanding addresses presented by Sir Albert Coates 
and Dr. Leslie Hurley. : 

With the special permission of the Post-Graduate Com- 
mittee both of these lectures were recorded on tape, and the 
results obtained were excellent, 


A dinner concluded yet another successful venture in 
post-graduate education in this area. 


BRIAN SCHLOEFFEL, 
Honorary Secretary. 


Bendigo.—Office bearers: Branch Council ‘representative, 
Dr. E. Sandner; substitute representatives, Dr. W. T. C. 
Straede and Dr. D. J. M. Bartram; President, Dr. W. 
Rosenthal; Vice-President, Dr. Lilian M. Cleeve; Honorary 
Secretary, Dr. A. J. Walters; Honorary Treasurer, Dr. P. 
Kirby. 

Over the past twelve months four post-graduate meetings 
were held. These were well attended by local members. 


A Branch meeting was held, but unfortunately raised little 
in 


terest. 
A. J. Watters, 
Honorary Secretary. 


Ballarat. dale bearers: Branch Council representative, 
Dr. M. H. Robinson; substitute representatives, Dr. N. 
Pescott and Dr. F. McArdle; President, Dr. D. B. Skewes; 
Vice-President, Dr. F. P. G. Smith; Honorary Secretary, Dr. 
N. F. Pescott; Honorary Treasurer, Dr. F. McArdle. 

The annual meeting for 1955-1956 was held in the form 
of a dinner at Craig’s Hotel on September 24,,1955. The 
guest speaker was Sir Albert Coates, who was warmly con- 
gratulated on his recent knighthood. 

A Victorian Branch meeting was held at the Ballarat Base 
Hospital on April 21. Both medical and surgical sessions 
in the afternoon were well attended, twelve practitioners 
from the subdivision either giving papers or presenting 
cases. There were 120 present at the dinner (including 
wives of members) which followed the afternoon session. 
The guest speaker at the evening session was Professor 
Maurice Ewing, who gave an excellent and pirehmzcteead 
speech on his impressions of Australia. 

The Victorian Branch of The Royal devitviniaaiom College 
of Physicians held a meeting at the Ballarat Base Hospital 
on February 25. Ninety-two members of the College and 
of the British Medical Association were present at the 
scientific session. 

Four post-graduate lectures were held at approximately 
three monthly intervals. The lecturers were Dr. Howard 
Williams, Mr. Russell Howard, Dr. R. M. Rome and Dr. J. 
Erskine Sewell: The lectures were all excellent and the sub- 
division wishes to récord its thanks to the Post-Graduate 
Committee. 

A general meeting was held on June 13, 1956, as requested 
by the Victorian Brancp Council to discuss the Pensioner 
Medical Service. A detailed letter expressing the sub- 
division’s views was forwarded to the Victorian Branch 
Council. 

In addition to the above, the Ballarat Subdivisional Council 
held eight meetings during the year, at which matters of 
finance, general policy et cetera, were discussed in addition 
to arrangements for the above scientific sessions. 

At the present time a subcommittee is working on the 
details for medical arrangements, sick parades et cetera for 
the Olympic Rowing to be held in Ballarat during November, 


1956. 
New F. Pescort, 
Honorary Secretary. 

Gippsland.—Office bearers: Branch Council representative, 
Dr. A. B. Hewitt; substitute representatives, Dr. D. Mitchell 
and Dr. J. M. Gooch; President, Dr. J. Moore Andrew; 
Honorary. Secretary, Dr. John E. Joseph. 

Activities: 


April 7-8, 1956. Post-Graduate Committee week-end 


‘course, Gippsland Hospital, Sale. About 20 members heard 


the following lectures: Mr. R. Hooper, ee = 
Head Injuries”; Dr. K. Grice, “Coronary Disease”; Dr. R. M 
Rome, “Obstructed Labour”. 

June 13, 1956. A special meeting of the subdivision was 
held to discuss the letter from the Minister of Health tc 
the Federal Council of the British Medical Association con- 
cerning the Pensioner Medical Service. Fourteen members 
attended the meeting. 

July 14, 1956. The subdivision held a meeting at the 
Yallourn Hospital. The programme included a clinical 
meeting during which interesting cases were presented by 
local members. After dinner at the Yallourn Hotel attended 
by members and their wives, Dr. Ian Stahle gave a lecture 
on “Diseases of the Skin, with Special Reference to 
Dermatitis”. During the evening a business meeting of the 
subdivision was also held. 

JoHN E. Joseru, 
Honorary Secretary. 

Geelong.—Office bearers: Branch Council representative, 
Dr. D. A. Carter; substitute representatives, Dr. H.. Millikan 
and Dr. D. A. Kidd; President, Dr. G. D. McDonald; Vice- 
President, Dr. D. N. L. Seward; eps Secretary, Dr. 
V. D. Plueckhahn; Honorary Treasurer, Dr. . M. S. Benson. 

Clinical Meetings: 

1. A Branch meeting was held in Geelong in October, 1955, 
at the Geelong and District Hospital, at which cases were 
presented and discussed. Mr. C. W. Gale spoke on “Intestinal 
Obstruction” and Dr. V. Plueckhahn presented a pathology 
demonstration on dissecting aneurysm. Members attended a 
subdivisional dinner, after which the visiting lecturer, Dr. 
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Henry McLorinan, spoke on “Modern Aspects of Infectious 
Diseases”. The meeting was a very successful one. 

2. July, 1956, saw the opening of the new pathology block 
at the Geelong and District Hospital. Members inspected the 
new facilities, after which Dr. V. Plueckhahn spoke on 
“Pathology and General Practice”. 

A combined meeting with the Geelong Law Association 
was held in August, 1956. Mr. Revelman, Q.C., spoke on 
“The Doctor and» the Court”.. Further such meetings are 
to be arranged. 

Business meetings. Quarterly meetings were held. These 
were well attended and topical problems discussed. 

Social events. An excellent. dinner dance was held in 
Ppa 1956. This is certain to become an annual 

unction. 


G. C. Darsy, 
Honorary Secretary (to September, 1956). 


Reports of Sections. 


Section for the Study of Allergic Diseases—Office bearers: 
Chairman, Dr. Gerald Doyle; Past Chairman, Dr, Ivan 
Maxwell; Secretary-Treasurer, Dr. Alam Murray; executive 
members, Dr. R. H. O. Donald and Dr. D. A. Prentice. 

There are twenty members of the section, the average 
attendance at meetings being fourteen. During the year a 
total of seventeen visitors attended meetings. The following 
four meetings were held: x 

November: Dr. Gwen Donald, “The Allergic Child”. 


March: Dr. L. B. Bull, D.V.Se., “Photosensitivity and 
Photodynamic Action in Animals”. 


May: Dr. W. T. C. Straede, “Intractable Asthma”. 


August: Professor R. R. H. Lovell, “The Modification of 
Inflammatory Reactions in the Human Skin”. 


ALAN Murray, 
Honorary Secretary. 


Section of Clinical Pathology.—Office bearers: Chairman, 
Dr. R. Motteram; Honorary Secretary, Dr. D. C. Forster; 
Honorary Treasurer, Dr. G. G. Harkness; committee mem- 
bers, Dr. A. Tait Smith and Dr. A, Williams 

General meetings were held in February, May and 
November at the pathology department of the Royal 
Women’s Hospital. 

The following papers have been presented: 


Dr. R. G. Shaw, “Cases of Aplastic Anzemia following 
Chloramphenicol”. 


Dr. A. Ferris, “Two Cases of Aplastic Anemia”. 
Dr. John A. McLean, “Cases of Aplastic Anzemia”. 


Mr. R. Christie, “The Laboratory Identification of Candida 
Albicans”. 


Dr. S. O. M. Were, “Tumours of the Lympho-Reticular 
System”. 


Dr. Michael Wilson, “Typhoid Fever in Victoria”. 


Donawp C. 
Honorary Secretary. 


Ophthalmological Society of Australia, Victorian Section.— 
Office bearers: Chairman, Dr. Hugh Ryan; Honorary 
Treasurer, Dr. Percy Cowen; Honorary Secretary, Dr. Justin 
Murphy. 

Five meetings of the section have been held during the 
past year. The series of lectures for post-graduate instruc- 
tion in ophthalmology in conjunction with the Melbourne 
Medical Post-Graduate Committee has been continued. 


Members of the section have taken up appointments as 
consultant ophthalmologists to the School Medical Services, 
and visiting consultant ophthalmologists to the Mental 
Hygiene Authority. 

Scientific meetings have included the showing of overseas 
films demonstrating advanced operative techniques. 


JUSTIN MurRPHY, 
Honorary Secretary. 


Section of ‘Radiology .—Office bearers: Chairman, Dr. R. 
Kaye Scott; Secretary, Dr. Peter Davis; Assistant Secretary, 
Dr. Gwynne Villiers. 

The section, which meets in conjunction with the Victorian 
Branch of the College of Radiologists of Australasia, has 
had a successful year. -Meetings this year have all been 
scientific, and have been very well attended, especially by 


younger members. A high standard has been maintained 
and much instructive material presented. 


The question of the X-ray investigation of private patients 
in public hospital has been given much thought. The section 
firmly believes that the principles of private practice must 
be fully observed. 

Perer Davis, 


Honorary Secretary. 


Ear, Nose and Throat Section.—Office bearers: Chairman, 
Dr. C. H. Pyman; Vice-Chairman, Dr. R. H. Stevens; 
Committeeman, Dr. T. G. Millar; Treasurer, Dr. R. C. Willis; 
Secretary, Dr. D. F. Cossar. 


Several well-attended meetings of the section were held 
throughout the year. 


Of major importance was the July meeting, which was the 
inaugural meeting of the Victorian Division of the Oto- 
Laryngological Association of Aftstralia. All previous mem- 
bers of the now disbanded Ear, Nose and Throat Section of 
the British Medical Association (Victorian Branch) were 
notified prior to this meeting, and all but some senior mem- 
bers now retired from practice joined the new association. 
The office bearers as shown above were elected. 


. Future policy of the newly formed division was debated, 
and a decision made that in future clinical meetings would 
be held during every second month. The first of these, held 
at Saint Vincent’s Hospital, was well attended, and members 
expressed appreciation of the efforts of the staff of the 
ear, nose and throat department of the hospital in presenting 
a series of excellent clinical problems. 


D. F. Cossar, 
Honorary Secretary. 


Section of Preventive Medicine.—Office bearers: Chairman, 
Dr. V. Collins; Committee, Dr. R. J. Farnbach, Dr. P. Gilbert 
and Dr. G. E. Cole; Secretary, Dr. P. L. Colville. 


During the year meetings were held as follows: 

March: Dr. J. A. W. Kelly, “Infectious Hepatitis in General 
Practice”. 

June: Dr. A. Stoller and Dr. J. V. Ashburner, “Juvenile 
Delinquency”. 

July: Dr. H. E. Albiston, “Animal Diseases Transmissible 
to Man”. 

September: Dr. John Lindell, “Prevention of Hospitaliza- 
ion”. 


November: Mr. David Scott (Brotherhood of St. Laurence), 
“An Experiment in Social Work: Rehousing of Problem 
Families”. 

Perer L. COLVILLE, 
Honorary Secretary. 


Section of Medical History.—Office bearers: President, Dr. 
Colin Macdonald; Honorary Secretary, Dr. M. L. Verso: 
Honorary Treasurer, Dr. J. H. Birrell. 


The section has continued to progress during the year. A 
number of new members has been enrolled and there has 
been a strengthening of its financial position. The numbers 
of visitors attending meetings during the year indicated a 
growing interest in its activities. 


More frequent meetings were held during the year because 
of the number of people offering to present papers, and since 
the last report the following have been presented: 


December 5, 1955: “The Honourable David Wilkie, M.D., 
a Melbourne Pioneer’, by Dr. H. Boyd Graham. 


February 6, 1956: “Dr. ames Johnson on _ Tropical 
Climates”, by Dr. M. L. Verso. 


April 9, 1956: “Richard Tracy and John Maund: The 
Medical Founders of the Royal Women’s Hospital, Mel- 
bourne”, by Dr. Colin Macdonald. 


June 6, 1956: “Arthritis and Latent Infection from 
Hippocrates to Hench”, by Dr. Michael Kelly. 


September 3, 1956: “Libraries and Medical History”, by 
Professor K. Russell. 


In addition to these papers, the President of the Section, 
Dr. Colin Macdonald, was chosen to give the Fetherston 
Memorial Lecture for 1956, which he delivered to a packed 
audience at the Public Lecture Theatre at the University 
of Melbourne on Monday, August 27. The lecture this year 
coincided with the centenary celebrations of the Royal 
Women’s Hospital, and it dealt with the Fetherstons, father 
and son, and the other early honoraries of that institution. 


During the year THE MepicaL JouRNAL OF AUSTRALIA pub- 
lished papers on historical subjects, which had been delivered 
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to the society by Dr. Graeme Robertson, Dr. H. Boyd 
Graham and Dr. David O’Sullivan. 

The past honorary secretary and treasurer, Dr. David 
O'Sullivan, proceeded overseas for post-graduate study 
during the year. One of the members, Dr. Bryan Gandevia, 
is continuing his research on medical bibliography overseas. 
The seetion welcomed the creation of the position of Reader 
in Medical History at the University of Melbourne, and the 
appointment of one of its members, Professor K. Russell, to 
the post. 

In accordance with its objective of preserving books cine 
objects of medico-historical interest, the Section was instru- 
mental in obtaining donations of deceased doctors’ libraries 
for the library: of the Medical Society of Victoria. 


On September 5 a highly successful dinner was held at 
the private dining room at the University of Melbourne in 


honour of Dr. J. H. Sheldon, Director of Medicine at Wolver-' 


hampton General Hospital. The guest of honour entertained 
those present’ with a lively account of the history of 
Wolverhampton, in particular of the industrial developments 
that had their origins in the vicinity. 


Any members of the Branch who are interested in medical 


history, either local or general, will be welcome at meetings 
of the Section. 
Murray L. Verso, 
Honorary Secretary. 

Section of Industrial Medicine.—Office bearers: President, 
Mr. Douglas Donald; Secretary, Dr. W. F. Cooper; 
Treasurer, Dr. R. D. Wilson; Committee, Dr. S. Crawcour, 
Dr. L. Gurry, Dr. A. J. Christophers, Dr. Leigh Wedlick and 
Mr. Ferguson Laidlaw. 

The activities of the current year have included a plant 
survey of processes at Australian Paper Mills under the 
medical directorship of Dr. L. Menogue; a plant survey of 
refinery processes under the medical directorship of Dr. L. 
Gurry; a symposium on “Executive Health Examinations”, 
with the following speakers: Dr. Clive Fitts, Dr. Stuart 
Menzies and Dr. S. Crawcour; and a combined meeting with 
the Victorian Branch of the Otolaryngological Society of 
Australia on “Problems Associated with Hearing in 
Industry”, the speakers being Dr. F. Shanasy, Dr. R. Wilson, 
‘ Dr. S. Crawcour and Mr. R. F..Burton. 


The Edgar Rouse Prize for an essay on an industrial 
medical subject, competed for annually by fourth year 
medical students, was awarded to Mrs. Gladys Fryer, a 
student at the Royal Melbourne Hospital. 

W. F. Cooprmr 
‘Honorary Secretary. 


On behalf of the Branch Council, 
GEORGE SWINBURNE, President, 


G. NewMan-Morris, Honorary Secretary, 
Cc. H. Dickson, Medical Secretary. 


Addendum. 


The following reports are published on behalf of the 
Melbourne Medical Post-Graduate Committee. 


The Constitution of the Post-Graduate Committee was 
revised during 1955 and a new committee took office at the 
beginning of 1956. The committee comprises representatives 
of the Faculty of Medicine, the British Medical Association, 
the teaching hospitals in the Melbourne Medical School, the 
State Committee of The Royal Australasian College of 
Physicians, the Regional Council of the Royal College of 
Obstetricians and Gynecologists, the State Health Depart- 
ment, the Repatriation Department and some co-opted mem- 
bers. The members of the committee hold office for one 
year, but are eligible for nomination for further terms. 


The director of the committee, Dr. W. W. S. Johnston, 
retired from his appointment early in 1956, and Dr. T. H. 
Steel was appointed to succeed him. Following the resigna- 
tion of Dr. Donald G. Duffy as Assistant Director, Dr. T. H. 
Hurley was appointed Assistant Director. 


Dr. E. Graeme Robertson, the chairman, resigned from the 
committee at the end of 1955 after many years’ service. Dr. 
W. W. S. Johnston was elected to the position of chairman. 
Professor E. S. J. King was elected vice-chairman, Major- 


General F. Kingsley Norris, honorary secretary, and Dr. 
C. H. Dickson, honorary treasurer. 

This year the Melbourne committee has again provided 
the executive of the Australian Post-Graduate Federation 
in Medicine. 

The committee arranges courses of study for Part I and 
Part II of higher qualifications, and conducts refresher 


courses in medicine and surgery, obstetrics, gynecology and 
pediatrics for general practitioners. The committee also 
arranges week-end courses in country centres, and lectures 
by distinguished medical men from Great Britain and 
America are arranged in Melbourne and, at times, in country 
centres. 

Upon request, arrangements are made for individual 
— for post-graduate nese! both in Melbourne and 
abroad. 


The following figures indicate the number~ of doctors who 
have availed themselves of the facilities offered for the nine 


months ending September 30, 1956: 
Total number of enrolments for courses and 


Numbers attending courses for higher qualifica- 

Numbers attending country courses (on — 

Numbers attending ‘metropolitan retresher 


courses 45 


Number of individual doctors have attendea 
courses by overseas lecturers Age 
that by Professor Witts) .. ..... 149 


Number of doctors for whom the committee has 
arranged training overseas 39 


Country Activities—Twenty-two pains courses have 
been conducted by the comnfittee in 1956, containing a total 
of fifty-one lectures. 


The committee makes tape recordings of lectures by over- 
seas visitors given in Melbourne, and transfers these to 
microgroove disks for use on microgroove players. These 
disks, accompanied by duplicates of slides used by the 
lecturers, are available on request. 


Courses Suitable for Candidates for Higher Qualifica- 
tions.— At the request of the Post-Graduate Committee, the 
honorary medical staff of the Royal Melbourne Hospital 
arranged an eight weeks’ course in medicine. This was 
attended by twenty-six doctors. 


The honorary staff of the Alfred Hospital arranged a seven 
weeks’ course in surgery, which nine doctors attended. 


The Australian Association of Psychiatrists, the Ear, Nose 
and Throat Section of the British Medical Association and 
the Ophthalmological Society of Australia (British Medical 
Association, Victorian Section) have also conducted courses 
for diploma candidates. 


The committee conducted courses in the basic sciences 
through the cooperation of the university departments an@d 
their radiodiagnosis course was arranged in consultation 
with the College of Radiologists. 

Overseas Lecturers.—The Post-Graduate Committee has 
arranged lectures and visits to university departments and 
teaching hospitals by a number of visitors from overseas. 
During 1956 the following have lectured in Melbourne: Dr. 
J. H. Sheldon, Director of Medicine, Royal Hospital, Wolver- 
hampton; Professor F. R. Winton, Dean of the Faculty of 
Medicine and Professor of Pharmacology, University College, 
London; Professor David Whitteridge, Professor of 
Physiology in the University of Edinburgh; Professor L. J. 
Witts, Nuffield Professor of Clinical Medicine, Radcliffe 
Infirmary, Oxford. 


Mr. James Ross, of Melbourne, gave a sum of £500 to the 
University of Melbourne to assist in bringing overseas 
lecturers to Melbourne, and this has assisted the committee 
in arranging these visits. 


Finance—The committee is faced with the problem of 
constantly rising administrative expenses. An increased 
State Government grant has been applied for to help over- 
come these difficulties. The committee seeks the full support 
of the profession as a whole and urges doctors to become 
annual subscribers. This year 468 paid an annual sub- 
scription to the committee, which permitted ae to attend 
certain lectures without further charge. 


Acknowledgements.—_The committee thanks the one 
bundred and forty-seven lecturers who took part in their 
courses during the year. They are also grateful to those 
organizations and their lecturers who arranged the additional 
courses for higher qualifications mentioned above. Con- 
structive comments by candidates who attended courses 
have been very much appreciated. 


The committee expresses thanks to Nicholas Proprietary, 
Limited, for their financial help in the recording of lectures. 
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British Medical Agency of Victoria Proprietary, Limited. 


The year ended June 30, 1956, was the most successful 
since the Agency resumed active operation after the war. 


Gross turnover in real estate and general practice was 
approximately £150,000, and the gross rent collection from 
city buildings was in excess of £30,000. 


This company is managing agent for Pasteur House, 32 
Collins Street; No. 8v Collins Street; Australian and New 
Zealand Bank Building, 81 Collins Street; Bank of New 
South Wales Building, 86-88 Collins Street; Francis House, 
107 Collins Street; Presbyterian Church Building, 167 Collins 
Street; British Medical Association property, corner of 
Lansdowne and Albert Streets; No. 234 Victoria Parade; 
Victorian Football League Building, corner of Spring Street 
and Flinders Lane; The Herald Property, 26 Flinders Street: 


and other commercial properties in the east end of the city. 


A circular.advising members of the Association of the 
Agency’s activities in real estate has attracted considerable 
attention, and business is now in hand that will prove very 
beneficial both to members and to the Agency. 


A number of general practices in the metropolitan area 
was sold, but at a reduced figure for goodwill. It is doubtful 
if, at the present time with changed monetary circum- 
stances, any goodwill is sold for more than the net annual 
income, and in nearly all cases the vendor is called on to 
offer attractive terms of repayment. Country practices, the 
terms for which are extraordinarily attractive, are still very 
difficult to transfer. 


Many assistantships, most with partnership in view, are 
unfilled, but it is hoped to alter this when present resident 
medical officers leave their appointments. It is expected 
that more medical officers will become available in January- 
February, 1957, than in the corresponding period of 1956, 
when it was estimated that less than 10% of the year’s 
residents entered general practice. 


Early in the year the owner of a most attractive beach 
house at Surfers’ Paradise asked the Agency to let it to 
doctors, and as a result several members have had an 
extremely pleasant vacation there during the winter months. 

The death of Dr. G. S. Robinson, who had always shown 
great interest in the Agency, was recorded with deep regret 
by the board of directors. 

The Board comprises: Sir John Newman-Morris, Major- 
General F. Kingsley Norris, Dr. Robert Southby, Dr. C. H. 
Dickson and Mr. Leonard Ball. : 


The British Medical Insurance Company of Victoria, 
Limited. 


The annual report of the company was submitted, over 
the signature of the chairman (Sir John Newman-Morris), 
at the ordinary general meeting on July 9, 1956. The follow- 
ing is a summary of the report: - 

The directors have pleasure in submitting for your 
approval the balance shee, profit and loss account and 
appropriation account for the twelve months ended 30th 
April, 1956. 

The results of the year’s operation (as disclosed in the 
profit and loss account) have not, in the opinion of the 
directors, been materially affected by any items of an 
abnormal character. The total premiums written for 
the year were £85,612, as compared with £77,225 last 
year. Net profit for the year was £6118 0s. 8d. after 
providing £2610 for taxation. The appropriation account 
shows that £2569 was allocated during the year to 
various institutions connected with the medical pro- 
fession. 


Up to date the company has given books to the value 
of £2825 and £13,289 in cash to the Medical Society of 
Victoria, and more than £4225 to various sub-branches 
of the British Medical Association and other institutions 
connected with the medical profession. It has also taken 
up debentures of the Medical Society to the value of 
£3000, upon which it is accepting interest at the rate 
of only 1% per annum, which, of course, saves the 
Medical Society a considerable sum in interest. 

The company has made the following loans to the 
Medical Society of Victoria: £3150 to finance a building 
purchase. £3000 to finance the purckase of an estate 
agency. 

The directors feel that members of the British Medical 
Association will be interested to know of the benefits 
that they receive through the activities of the com- 
pany, and feel sure that the knowledge will strengthen 
the already solid support given by the profession. 


PRESENTATION OF GOLF TROPHIES. 


The President announced the result of the golf tournament 
and presented the-trophies to the winners. The Gerald 
Weigall Championship Cup, Dr. K. B. Brown; the David 
Roseby Handicap Cup, Dr. A. D. Wilson; spoon for the best 
in-round, Dr. E. D. O’Brien; spoon for the best out-round, 
Dr. C. G. Shaw. 


INSTALLATION OF PRESIDENT FOR THE ENSUING YEAR. 


The chair was vacated by Dr. George Swinburne, who 
installed Dr. Alan McCutcheon as President for the ensuing 
year. Before inviting Dr. McCutcheon to take office, how- 
ever, he thanked members of the Council for the support 
they had given him during the year, mentioning especially 
Dr. Alan McCutcheon, Dr. H. C. Colville and Dr. G. Newman- 
Morris. Dr. Swinburne spoke of the great amount of work 
which had been done by the Medical Director of the XVIth 
Olympiad, Dr. H. G. Furnell, and the Olympic Games 
Medical Committee, and congratulated them on the success 
of their effort. After thanking the office staff for the help it 
shad given during the year, Dr. Swinburne informed the 
meeting that the chairman of the trustees of the Medical 
Society of Victoria, Sir John Newman-Morris, had not been 
able to attend the meeting on account of illness, and he 
moved from the chair: “That the meeting sends a message 
of goodwill and good wishes to Sir John Newman-Morris.” 
The motion was carried by acclamation. Dr. Swinburne 
then installed Dr. Alan McCutcheon as President for 1957. 
Dr. McCutcheon thanked the members for his election. 


PRESIDENT’S ADDRESS. 


Dr. George Swinburne then read the retiring President’s 
address (see page 261). The President, Dr. Alan McCutcheon, 
thanked Dr. Swinburne for his address. 


APPOINTMENT OF AUDITORS. 


Messrs. J. V. M. Wood were appointed auditors for the 
ensuing twelve months. 


VOTES OF THANKS. 


On the motion of Dr. F. L. Davies, a vote of thanks was 
carried to the following retiring members of Council, who 
had served for periods of varying length, as follows: Dr. 
H. M. James (10 years), Dr. D. A. Carter (17 years), Dr 
Donald Pryde (4 years), Dr. J. J. Searby (5 years), Dr. 
R. D. Wilson (1 year). 


Mut of the Past. 


In this column will be. published from time to time 
extracts, taken from medical journals, newspapers, official 
and historical records, diaries and so on, dealing with events 
connected with the early medical history of Australia. 


A MILITIA CAMP IN 1874.1 


{From the New South Wales Medical Gazette, June, 1874.] 


WE understand that the Volunteer Encampment has been 
singularly free from illness on this occasion. The situation 
chosen at Campbellfields on the old racecourse was a spot 
as well adapted for the purpose, on sanitary principles, as 
could be procured in the neighbourhood of Sydney while the 
cleared land in the immediate vicinity was particularly fitted 
for the evolutions of a large body of troops. The water, 
happily, was all that could be desired, a series of casks 
having been sunk in the ground, which were filled by 
contract by means of water carts three times daily from a 
water hole in the neighbourhood the water from which had 
been previously analysed. The ground was quite dry, the 
soil was clayey and there was a gentle fall of the ground 
of about one in twenty from the upper or eastern extremity 
of the camp to the lower or western. The cooking places 
were all that could be desired, especially that of the engineers 
which was a model of facile adaptation to the nature of the 
soil and the purpose in view. We think the latrines should 
have been placed rather lower, for, had a heavy fall of rain 
taken place, it is possible that some of their contents might 
have been washed into the neighbourhood of the tents.” We 


1From the original in the Mitchell Library, Sydney. 
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understand that Surgeon Cox the P.M.O. was unable to 
attend and that his-duties were ably performed by Pcs eo 
Dansey. Surgeons Nolan and Morgan, Assistant S 

Pattison and MacDonagh we understand alternately took 
medical charge of the camp. A case of hernia occurred 
during the night attack on Sunday which remained strangu- 
lated until reduced by Medical Officers in attendance. It 
was thought desirable as some symptoms of inflammation 
remained to remove the patient to the Sydney Infirmary 
which accordingly was done by the same train which con- 
veyed His Excellency the Governor to Sydney and which 
left the ground at 3.30 p.m. on Monday. The only other 
surgical case was one of the fibula. 


> 


Correspondence. 


MEDICAL APPOINTMENTS: A CORRECTION. 


Sir: I should like to point out. a mistake which appeared 
in the last edition of THe MegpicaL JOURNAL OF AUSTRALIA. 
Under “Medical Appointments” I was stated to have become 
“medical officer to the Baby Health Centres”. Actually my 
new appointment is that of Medical Officer, Child Guidance 
Clinic, School Medical Service. I do realize that you are 
- informed from the Public Service Board and that this is not 
a mistake made by the journal, but I have’ been medical 
officer to the Baby Health Centres for the past three or 
four years, and the announcement could give rise to a 
certain amount of difficulty. 

Yours, etc., 
Child Guidance Centre, Mary ALLEN HIELbD. 
Camperdown School Building, 
Camperdown, 
New South Wales. 
February 13, 1957. 


A REQUEST TO WOMEN DOCTORS. 


Sir: May I, on behalf of the trustees of the Grossman 
Bursary of the North Sydney Girls’ High School, send a 
message through the columns of the journal to medical 
women who received their secondary education at that 
school? 


The Grossman Bursary was founded by the Old Girls’ 
Union approximately. thirty years ago. Its object is to enable 
a suitable girl, who would otherwise find it difficult or 
impossible to do so, to stay at school for the fourth and 
fifth years and sit for the Leaving Certificate examination. 
Cne -bursary (£35 per year) is now self-supporting; but, of 
course, it can be awarded only in alternate years. On 
several occasions in past years the trustees have found it 
impossible to make a decision between two equally deserving 
applicants, and have awarded two bursaries; this is what 
— eeppenne this year, and the need for increased income 
s obvious. 


A woman doctor who is an ex-student of the North 


Sydney Girls’ High School, and who has herself generously - 


given half the-amount for one bursary for-the year, has 
suggested to the trustees that other medical women who 
are also ex-students, if approached, might be willing to 
combine to support a bursary themselves. The purpose of 
this letter is to bring the suggestion before them, and to 
ask them, if they are interested, to write to me at this 
address. The trustees of the bursary will be glad to answer 
any questions on the subject. 


.Yours, etc., 
DerotHyY TREMLETT, 


The Printing House, 
Trustee, Grossman Bursary. 


Seamer Street, 


Glebe. 
February 19, 1957. 


ACTIVE IMMUNIZATION AGAINST TETANUS. 


Sir: It is encouraging to learn from Dr. L. Dey (M. J. 
AUSTRALIA, January 19, 1957) that the Board of Governors 
of the Royal Alexandra Hospital for Children, Camperdown, 
New South Wales, has endorsed the merits of active 
immunization against tetanus and has mentioned some of 


me risks that can follow administration of tetanus anti- 
toxin. 


I am writing, however, to draw attention to the need to 
give tetanus antitoxin to certain patients who have received 
an injury likely to result in tetanus, but who state that 
they think they have been immunized against this disease. 
Children are given many antigens, and it is easy for both 
patient and parent to be confused about the diseases for 
which they have been protected. Most do not have an 
immunization record card, and it may be difficult to check 
the accuracy of a statement. Unintentionally the doctor can 
be misled, and may give a dose of toxoid. 

Recently I have heard of two cases of tetanus developing 
in children who were believed to have been actively 
immunized, but who in fact had not received tetanus toxoid. 
In each case only a “booster” dose of: toxoid was given. 
Both children died. Unless the doctor is satisfied beyond 
reasonable doubt that a child with an injury has received 
satisfactory basic immiunization (three doses of toxoid), he 
should give an adequate dose of tetanus antitoxin in addition 
to a “booster” dose of toxoid. 

Yours, etc., 
D. W. JOHNSON, 
Deputy Director-General of Health and 

Medical Services. ~ 

Department of Public Health, 
Brisbane, 

Queensland. 

February 11, 1957. 


THE TRAINING OF BACKWARD CHILDREN. 


Str: It is with interest that I have read the articles about 
the education of the. subnormal child published recently in 
your journal. 

The Launceston Branch of the Retarded Children’s Wel- 
fare Association of Tasmania, of which I am the President, 
has just completed the building of The St. George’s Schooi 
for this pu . An erticle on the subject appeared in The 
Examiner of Saturday, February 2, 1957. 

The Education Department has provided teachers, equip- 
ment and transport. 

The school is under the control of Mr.-R. McCulloch, a 
peychologist in the Education Department, who has been 
appointed Superintendent of Special Schools. 

Our branch of the Association has entered into a satis- 
factory agreement with the Premier and Minister of Educa- 
tion, the Honourable Robert Cosgrove, about the manage- 
ment of the school. - 

A number of my colleagues, who are specialists in 
peediatrics, orthopedics, ear, nose and throat, and diseases 
of the eye, have agreed to act on a panel to investigate and 
treat these children where necessary. At the moment there 
is not a psychiatrist resident in northern Tasmania. 

There is to be no age limit, either for commencing school 
or for leaving. These children are essentially slow learners. 
Yours, etc., 

83 Brisbane Street, Ipa L. BIRCHALL. 

Tasmania. 
February 12, 1957. 


ULCERATIVE COLITIS AND RELATED CONDITIONS 


Str: In view of the spirited correspondence on the above 
subject in your columns last year, and the disturbing 
realization that even in 1956 a large number of my col- 
leagues was unconvinced of the emotional basis of ulcerative 
colitis and related conditions, I feel obliged to draw attention 
to the “Paris Letter’ of your special correspondent (1957) 
in your issue of February 9 at page 184. The cases of 
gastro-duodenal hemorrhage and ulcerative colitis described 
therein, which improved so dramatically in a matter of days 
after destruction of the cortico-thalamic tracts, must surely 
put this matter beyond doubt. 


The excellent résumé given by your special correspondent 
of a selection of the supporting medical literature, starting 
with Schiff’s work in 1845, when he caused gastric perfora- 
tions in animals by producing lesions in the thalamic regions, 
is equally convincing. I am equally confident that the same 
mechanism is the basis of many cases of the following 
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ee: headache, migraine, epilepsy, cyclic vomiting, tic 

, Sialorrheea, hay fever, asthma, various allergies. 
=: pectoris, coronary occlusion, cerebral vascular 
attacks, essential hypertension, gastritis, peptic ulcer, post- 
cholecystectomy syndrome, pancreatitis, diabetes mellitus, 
ileitis, appendicitis, mucous colitis, interstitial cystitis, dys- 
menorrhea, intermittent claudication, thyrotoxicosis, neuro- 
dermatitis, neuroses. I have formed this opinion in the 
case of each disease mentioned on clinical cases no less 
convincing than the cases of ulcerative colitis. 

It looks as if the neurosurgeons will be very busy in the 
not too distant future. However, I would like to sound a 
note of warning. I doubt that even successful destruction 
of the cortico-thalamic tracts will by itself achieve a cure 
in these conditions. Since these conditions are basically 
diseases of conduct, involving the reaction of the patient to 
his neighbour in the widest sense of the term, the condition 
will recur or manifest itself in a related disease, if the 
sociological problem is not, solved as well. I think that this 
will happen even in the absence of the cortico-thalamic 
tracts, other indirect circuits being utilized. 

As at present, these drastic, destructive measures should 
seldom be needed. If the doctor who first sees any of these 
cases understands the basic mechanism, seeks the socio- 
logical cause and gives appropriate treatment at the 
beginning, the number of cases requiring heroic measures 
will be small. 

Yours, etc., 
BRIAN HAYNES. 


185 Macquarie Street, 
Sydney, 
February 11, 1957. 


MEDICAL CARE OF AIRLINE PILOTS. 


Sir: The duties of the pilot of a modern aircraft are such 
that his emotional and physical fitness should at all times 
be of a high order. This is recognized by the fact that a 
flying licence is valid for only six months, at the end of 
which a medical examination must be passed before a pilot 
is eligible for a renewal of his licence. The intention of 
the medical requirements is to ensure that a pilot is unlikely 


to become incapacitated “even in the case of prolonged or 
difficult flight”. 

Between regular examinations, a pilot may seek medical 
advice because of illness, minor or major, physical or 
emotional. If the doctor consulted is aware that his patient 
is an airline pilot, he should consider whether the pilot 
should not be advised to ‘cease flying for the time being. 
The pilot is enjoined, under the Air Navigation Regulations, 
to cease flying duties “during any period for which he suffers 
an incapacity resulting from illness or injury, even if only 
a temporary incapacity resulting from a minor ailment, 
which is likely to impair his efficiency in performing those 
duties”. In this regard the effects of treatment on fitness to 
fly should be kept in mind. 

If a doctor has any doubts on this score, he can get 
another opinion from the medical department of the pilot’s 
airline company, one of the aviation medical examiners 
authorized by the Department of Civil Aviation, the Depart- 
ment of Civil Aviation (in Melbourne) or other specialists 
in aviation medicine. 

Some airlines require their flight crew members to be 
cleared for duty by their own medical departments, but this 
is not always possible, especially with domestic airlines. 


Yours, etc., 
J. C. LANs, E. H. ANDERSON, 
Department of Civil Aviation. Qantas Empire Airways. 
R. FLYNN, F. Pare, 
Australian National Airways. Trans-Australia “Airlines. 
Meibourne, 


February 15, 1957. 


Wedical Practice. 


NATIONAL HEALTH ACT. 


Tup following notice appeared in the Commonwealth of 
Australia Gazette, No. 9, of February 14, 1957. 


DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED FEBRUARY 9, 1957.' 


New 
South 


Victoria. Queensland. 


South 
Australia. 


Northern Australia. 


Tasmania. 
Territory. 


Western 
Australia. 


29(16) 


oe 


-borne ee 


‘Louse-borne) oe 


1 Figures in parentheses are those for the metropolitan area. 


| | Australian 
Acute Rheumatiom .. 3(3) 1) 5(2) 11) 1 
Infeotive, Hepatitis 80(38) 42(9) (6) 5(2) 4 i 2 143 
Scarlet Fever 21) 16(5) 14) i (2) i 29 
Tuberculosis | | 20(12) i121) i8(14) ‘8 8 94 
hus (Flea-, Mite- and 
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NaTIONAL HEALTH Act, 1953-1956. 
Part Vil.—Pharmaceutical Benefits. 
Reprimand of Medical Practitioner. 


I, Donald Alastair Cameron, Minister of State for Health, 
in pursuance of sub-section (1.) of section 134a of the 
National Health Act, 1953-1956, hereby give notice that I 
have, in pursuance of the powers conferred by sub-section 
(1.) of section 95 of the said Act and following investigation 
and report by the Medical Services Committee of Inquiry 
for the State of South Australia, reprimanded Clarence 
Charles Dietman, of 81 McArthur-avenue, Plympton, medical 
practitioner, for conduct which is a contravention of the 
National Health (Pharmaceutical Benefits) Regulations. 


Dated this seventeenth day of January, 1957. 


DonaLp A. CAMERON, 
Minister of State for Health. 


JPost-Oraduate CHork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE. UNIVERSITY OF SYDNEY. 


Conference at Armidale. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney, in conjunction with the Northern 
District Medical Association, will hold a post-graduate con- 
ference at the Armidale and New England Hospital on 
Seturday and Sunday, March 30 and 31, 1957. The pro- 
gramme is as follows: 

Saturday, March 30: 2 p.m., registration; 2.30 p.m., panel 
discussion, “Backache”, Dr. A. W. Morrow, Dr. S. Devenish 
Meares and Dr. W. D. Sturrock; 4.15 p.m., “Chest Pain”, Dr. 
A. W. Morrow; 5 p.m., “Practical Points for the Diagnosis 
of Cancer’, Dr. S. Devenish Meares. 


Sunday, March 31: 9.30 a.m., quiz session, Dr. A. W. 
Morrow, Dr. S. Devenish Meares and Dr. W. D. Sturrock; 
11.15 a.m., “Cyesis in Gynecology”, Dr. S. Devenish Meares; 
12 noon, “Treatment of Compound Fractures’, Dr. W. D. 
Sturrock; 2 p.m., “Common and Uncommon Causes of 
Alimentary Hemorrhage and Their Management”, Dr. A. W. 
Morrow; 2.45 p.m., “Pain in the Arm and Forearm”, Dr. 
W. D. Sturrock. 

The fee for attendance at the course of lectures will be 
£3 3s. Those wishing to attend are requested to notify Dr. 
J. H. Priestley, Honorary Secretary, Northern District 
Medical Association, 137 Dangar Street, Armidale, as soon 
as possible. Telephone: Armidale 67. 


Lectures at the Balmoral Naval Hospital, Sydney. 

The following lectures will take place on Tuesdays at 
2 p.m. at the Balmoral Naval Hospital, Balmoral, Sydney, 
between March and June, 1957. 

March 12: “Diseases Encountered in Service Personnel, 
Including Duodenal Ulcer’, Dr. Bruce Hall. 

April 9: “Early Manifestations of Psychiatric Disorders”, 
Professor W. H. Trethowan. 

May 14: “The Management of Burns”, Dr. V. H. 
Cumberland. é 

June 11: “Blood Transfusion”, Dr. R. J. Walsh. 

Lectures will resume on Tuesday, August 13, and continue 
monthly until Tuesday, December 10; details of this later 
series will be announced later. 


These lectures are open to members of the medical 
profession. 


<i 


Deaths. 


THE following deaths have been announced: . 

Burritt.—Walter Fitzmaurice Burfitt, on June 1, 1956, at 
Sydney. 

Fo.ey.—John Foley, on February 18, 1957, at Sydney. 


PHILLIPs.—Arthur Bradridge Phillips, on February 15, 
1957, at Grafton, New South Wales. 


Mominations and Elections. . 


THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Wake, Peter John, M:B., B.S., 1955 (Univ. Sydney), 126 
’ Fitzroy Street, Tamworth, New South Wales. 


Medical Appointments. 


Dr. L. R. Rail has been appointed Honorary Neurosurgeon 
to the Royal Alexandra Hospital for Children, Sydney. 

Dr. Marjorie Gilchrist has been appointed Honorary 
Assistant Physician in’ charge of the Psychiatric and Child 
Guidance Clinic at the Royal Alexandra Hospital for 
Children, Sydney. 


Diary for the Month. 


MarcH 5.—New South Wales Branch, B.M.A.: Organization 
and Science Committee. 

MarcH 6.—Victorian Branch, B.M.A.: Clinical Meeting. 

MARCH ee Australian Branch, B.M.A.: Branch 
ounci. 

MarcH 7.-——South Australian Branch, B.M.A.: Council Meeting. 

MarcH 8.—Tasmanian Branch, B.M.A.: Council Meeting. 

MarcH 8.—Queensland Branch, B.M.A.: Council Meeting. 

MarcH 12.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 


@Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the of the Branch concerned, or 
with the Medical retary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B17): Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointments 
in South Australia. 


Editorial Motices, 


MANvuscriPts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tur 
Por eg JOURNAL OF AUSTRALIA alone, unless the contrary be 

a 


All communications should be addressed to the Editor, THs 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, mer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of — unless such notification is received within one 
month. 

SUBSCRIPTION RaTes.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AU in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the nning of a 
quarter and are renewable on December 31. e rate is £ 
er annum within Australia and the British Commonwealth of 

ations, and £6 per annum within America and foreign 
countries, payable in advance. 


| 


